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“You should not be 
The grave of your deserving; Rome must know 
The value of he: own; ’twere a concealment 
Worse than a theft, no less than a traducement, 
To hide your doings.” 
Coriolanus, Act 1, Se. IX. 

Someone has said that a single flower in 
a man’s buttonhole is worth a ton of roses 
piled upon his grave. Today we have as- 
sembled here to put a few flowers in the 
boutonniére of a dear and honored friend. 
Not that he needs to wear them, but that 
we need to bestow them; for any nation 
or institution that fails to honor its citi- 
zens who have arrived and achieved, will 
have no young men tomorrow capable of 
arriving or desirous of achieving. And 
further, does not the Scripture as ex- 
pounded by its most renowned apostle ex- 
hort us “‘to render to all their dues; tribute 
to whom tribute is due; custom to whom 
custom; fear to whom fear; honor to 
whom honor;” and, are we not enjoined 
by the same holy authority, ““Do that which 
is good, and thou shalt have praise of the 
same.” 

Dr. Bass’ life and works are familiar in 
their greater outlines, to those of us who 
have lived in his environment, but there 

*Address on behalf of the Administrators and 
Faculty of the Medical School of Tulane Univer- 
sity of Louisiana, at a luncheon given in honor of 
Dr. C. C. Bass, en his retirement from the dean- 
ship, on January 27, 1940, at the Hutchinson Me- 
morial Building. 


are several notable facts in his heredity 
and early childhood which are important 
in foreshadowing the most striking fea- 
tures of his professional career. 

Born on his father’s farm at Carley, 
Marion County, Mississippi, on January 
29, 1875, exactly 65 years ago, he was de- 
scended from a long line of sturdy, long 
lived, energetic and God-fearing people 
who had been made comfortable and happy 
by their wise cultivation of the soil, as 
farmers and planters, until the Civil War 
and its consequences came to prostrate 
them financially. Dr. Bass speaks rever- 
ently of his father and mother and of their 
influence in shaping his future destiny. 
From them he inherited an unlimited flow 
of energy and by their precepts and ex- 
ample, he had instilled into him the se- 
vere, but salutary, philosophy of a life of 
labor, constant and faithful devotion to 
duty, perfect honesty and uncompromising 
rectitude. 

His mother, Eliza Wilks, still living at 
85, is a wonder of energy, managing her 
household and business interests. 

The father, Isaac E. Bass, was descended 
of a family proverbial for their honesty 
and inexhaustible capacity for work. “None 
can work as hard as a Bass,” was the cur- 
rent saying in the county. At his death on 
October 14, 1933, at 83 years, he was sur- 
vived by his devoted wife and seven of 
their children: Dr. C. C. Bass, Dr. Eliza- 
beth Bass, Dr. Cora Bass (Mrs. A. A. Pig- 
ford), Rear Admiral Ivan E. Bass, U. S. 
N., Mr. Isaac H. Bass (who manages the 
family estate and owns the Bass pecan in-’ 
dustries), and two married daughters, 
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Mrs. A. S. Applewhite and Mrs. H. W. 
Greer. From an admirable oration deliv- 
ered over his remains by one of his closest 
friends—Senator H. C. Yawn, of Missis- 
sippi—we are told that Isaac Bass was a 
cheerful, trustful, hopeful spirit, undaunted 
in adversity, honest to self torture, in the 
discharge of his obligations. He lived to 
recover his lost fortune and to be solaced 
and comforted in his last days by the con- 
sciousness of the great legacy he was leav- 
ing to posterity by giving the world sons 
and daughters who had attained notable 
distinction in their chosen fields of labor, 
far beyond his fondest expectation, and 
who, by their outstanding services to hu- 
manity, had not only brought fame to them- 
selves but blessings to the world. 


According to one of his best informed 
biographers, Dr. Bass as a child showed 
an inquisitive mind, stimulated by his par- 
ents, who gave him unceasing encourage- 
ment in his school studies and in his boy- 
ish, but original experiments. As a result, 
the boy, Charles, doctored his father’s ani- 
mals; he used his father’s shops to make 
his own wagons, machines and fish traps; 
he experimented with such widely diversi- 
fied hobbies as bees, and flying machines. 


At 14, he went to Jackson and graduated 
from Wyatt business college. At 15 he en- 
tered the High School at Columbia, Mis- 
sissippi, and graduated at 18 (1893). This 
high school course and his preliminary 
country school training were the extent of 
his general education. The next two years 
he spent at home working with his father. 
His last farm work was to raise a crop of 
cotton, and his father gave him the pro- 
ceeds of that crop for his first year in the 
Medical School. 


During these early years the local phy- 
sician (Dr. L. D. Dickerson) lived in his 
father’s house and before he was out of his 
teens, Charles had medical books of his 
own. Encouraged by his parents, he had 
read some medicine before entering the 
medical school. 


At 22, he married Miss Coraline Howell, 
of Edwards, Mississippi, and from this 
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happy union three daughters and a son 
were born. 

In the fall of 1896, he matriculated in 
the Medical Department of Tulane and 
was graduated M. D. in 1899. Characteris- 
tic of his enterprise, he passed the medical 
examination of the Mississippi State Board 
of Health and during vacations practiced 
in the vicinity of his father’s farm. 

As his father had suffered heavily in a 
great financial panic, Dr. Bass sent him- 
self through his second and third years in 
the medical school, using borrowed money 
to a great extent. 

After graduation (1899) he located in 
Columbia, Mississippi. It was the town 
where he had been a lively school boy. The 
family physicians of the region were two 
mature, well established men, to whom 
everyone readily accorded the title “Doc- 
tor,” but Dr. Bass was a plain “mister” to 
these people. However, “Mister Bass’ or 
“Doc Charley” understood his native coun- 
try and its people and at the end of five 
years was “Dr. Bass” in earnest, with an 
extensive country practice. Before the end 
of the period he began to realize his need 
of a fuller knowledge of medicine. In 1903, 
he attended the meeting of the American 
Medical Association in New Orleans. There 
he heard papers read on hookworm disease, 
which had not, at that time, attracted gen- 
eral attention, nor was it supposed to exist 
in the United States to any extent. 

While listening to these papers, he said 
to himself, “Hookworm! that’s what’s the 
matter with those children. back there in 
the country.” He bought a microscope and 
went back determined to study those child- 
ren. During the next seven or eight months 
he was able to recognize and treat 75 or 80 
cases of hookworm disease and in this way 
was one of the first to appreciate the im- 
portance of uncinariasis in the South 
(1903). 

These early revelations of the advantages 
of scientific training for laboratory re- 
search deeply impressed him, and it was 
his varied laboratory experience that was 
the most important factor in molding the 
plan of his later life. Realizing the para- 
mount importance of the microscope in the 
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diagnosis of disease, he registered at the 
Johns Hopkins Hospital in 1904, where he 
spent the greater part of that year work- 
ing at clinical microscopy with Dr. Charles 
E. Simon and in the clinics and the labora- 
tories of the Hospital. It was then he rea- 
lized his liking and decided inclinations for 
research. 

After his stay at the Johns Hopkins 
School he decided to locate in New Orleans 
and he opened offices in the Macheca Build- 
ing in October, 1904. He soon realized that 
the people of the city differed greatly in 
their living conditions and ways from the 
farmers of Marion County and that he, 
himself, was a “country doctor.” Present- 
ly, Dr. John B. Elliott, Sr., took him under 
his kindly patronage and gave him a chance 
to teach as clinical assistant at the College, 
in his department (1905). It was a great 
opportunity for a young man, although no 
salary was attached to the position. As he 
had but little practice, he devoted himself 
to research. To this end he fitted a private 
laboratory in his own home, where he did 
most of his work in perfecting the technic 
and epidemiology of hookworm disease. His 
continuous work in this field put him in 
line for promotion; his teaching and lab- 
oratory ability became recognized and in 
the spring of 1907 he was appointed a sal- 
aried assistant in the laboratories of clini- 
cal medicine. With this appointment it may 
be said that Dr. Bass’ scientific career 
fairly began and once started, his curri- 
culum vitae sped on at a rapid pace. From 
1907 to 1909 he became the director, and 
continued in charge until 1912, when he 
was elected Professor of Experimental 
Medicine, a position which he has held to 
this day, despite the arduous and time con- 
suming duties of the Dean’s office, to which 
he was elected in 1922, and has continued 
to hold to the present day of his retirement, 
January 29, 1940,—18 years. 

In summing up his professional career, 
we see that he has been 41 years a Doctor 
of Medicine, M. D. Tulane (1899-1940) ; 
35 years continuously a teacher in Tulane, 
including 18 years of his deanship in the 
faculty. He was 24 years old when he grad- 
uated M. D.; 30 years when appointed in- 
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structor; 37 years when Professor; 47 
when Dean, and 65 at the close of his dean- 
ship.* 

It would be out of order on this occasion 
to attempt to enumerate the multitude of 
researches and productive experimental 
studies that he has contributed to the prog- 
ress of hemic and intestinal parasitology 
in all its aspects. His work on malaria and 
his discovery of a method of cultivating the 
specific organism (1911)—the Plasmodia, 
—in all its polymorphous aspects in vitro, 
outside of the human body, may be re- 
garded as his magnum opus and a great 
technical triumph in hematic parasitology. 
It has permitted the study of the natural 
history and reactions of this parasite in all 
its purity and its differentiated types. All 
the great parasitologists and hematologists, 
such as Theobald Smith and C. W. Stiles, 
had deemed this feat impossible. But Dr. 
Bass’ ingenuity, skill and patience prevailed 
over obstacles, and he fairly succeeded in 
raising a pure and unadulterated breed of 
the parasite at will, just as he had suc- 
ceeded previously in isolating the ova of 
the uncinaria, or hookworm, by making 
them perfectly free from the intestinal ex- 
creta. 


In April, 1912, he sailed for Panama, 
with Dr. Foster M. Johns (Tulane, 1912) 
as assistant, under the auspices of the De- 
partment of Tropical Medicine of Tulane, 
and remained there three months working 
with all the facilities afforded by Col. Gor- 
gas, at the Government Hospital in Ancon. 
Time and constant watchfulness are nec- 
essary for the success of such investiga- 
tions. Dr. Bass has been heard to say (but 
not for publication) that during his stay 
in Panama, he worked 15 hours a day and 
took only two Sunday afternoons off. On 
his return the cultures, specimens, photo- 
graphs, apparatus and technic employed 
were exhibited by Dr. Bass at the Inter- 
national Congress of Hygiene and Demo- 


*A review of the chronology of the deans of the medical 
school shows that Hunt was the youngest when appointed 
(26 years) ; Chaillé the oldest when appointed (55 years) 
and the longest in office (23 years). Second in point of 
years in office was Richardson, who served 20 years; 
Bass is third (18 years); and Dyer, fourth (15 years). 
(See supplement). 
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graphy held in Washington, September 23- 
28, 1912. Dr. Bass’ malarial exhibit was re- 
garded as the leading feature of the Con- 
gress. Bass had triumphed and completed 
the pathogenic trinity of malarial causa- 
tion. A Frenchman, Laveran, had been the 
first, in 1880, to discover the parasite in 
the blood; Ronald Ross, an English army 
surgeon had described its mode of trans- 
mission by the anopheles mosquito in 
1899; it remained to Bass, an American, 
once a Mississippi country doctor, to dis- 
cover the means of breeding it at will in 
all its purity that it might be the better 
studied. 

There is no doubt that if an anthology of 
the malarial plasmodium—this beautiful, 
but fearfully dangerous parasite—is ever 
published, it will claim Dr. Bass among 
its most conspicuous contributors. 

It was for his commanding position in 
the field of research and for his contribu- 
tions to medical education that he was 
chosen President of the Southern Medical 
Association in 1926. 

His scientific merit has been recognized 
by many societies which have conferred on 
him numerous titles and honors, notably by 
the award of gold medals by the Southern 
Medical Association, by the American Med- 
ical Association, by the Mississippi Medical 
Association, by the Orleans Parish Medi- 
cal Society, all in recognition of the orig- 
inality and great importance of his scien- 
tific work, and conspicuously for his re- 
searches in malaria; and no less, a gold 
medal by the National Institute of Social 
Sciences for contributions to the welfare of 
mankind. 

Without pretending to do justice to his 
work in other fields of research, besides 
malaria and uncinariasis, his early investi 
gation of the opsonic index and autogenous 
vaccines, which took him to England in 
1908 to study the methods of Sir Almroth 
Wright; his later work in the vitamin dis- 
eases, beriberi and pellagra (which he was 
the first to recognize in Louisiana); his 
simplified methods of diagnosing typhoid 
fever; his known studies in pyorrhea and 
amebiasis; and, latest of all, his discovery 
of the cause and mode of transmission of 


MATAS—An Appreciation of Dr. Bass 


the “quail disease” so important for the fu- 
ture success of the quail farming industry, 
will suffice to show Dr. Bass’ versatility 
and enterprise. This last contribution was 
undertaken after Dr. Bass’ sixty-fourth 
birthday, and while very busy and active 
with the administration of the Medical 
School. 

In closing this very sketchy survey of 
Dr. Bass’ activities, I can only stress his 
merit as a contributor to the progress of 
the medical science in the particular de- 
partment in which he figures most conspic- 
uously. I believe the judgment of the ex- 
perts who are most competent to pass upon 
his merits has long ago accorded him a 
high seat in Louisiana’s Hall of Fame, and 
has inscribed his name as an indelible in- 
taglio in the memorial tablets of America’s 
contributors to scientific discovery for the 
good of humanity at large. 

From the viewpoint of Tulane, the bene- 
fits derived from Bass’ 35 years of teach- 
ing have been incalculable, especially to 
the thousands of our alumni who have been 
trained under his eyes in a department of 
medical science (clinical microscopy and 
experimental medicine) which is a sine qua 
non in the modern concept of a doctor’s 
training, a department which Dr. Bass, 
himself, lifted in this school from the pi- 
oneering stage to the present proud posi- 
tion it now occupies in all progressive medi- 
cal schools. 

But more than this, the scientific career 
of Dr. Charles Cassedy Bass will remain 
a perennial example of success of the high- 
est scientific order attained despite the 
hardships and obstacles that the actual 
practice of medicine in a rural district 
would seem to oppose to the realizations of 
any scientific ambitions on the part of the 
practitioner. 

In going over the biographic records of 
the 13 professors who have occupied the 
Dean’s office in the course of the 106 years 
that the medical department of Tulane has 
been in existence since its foundation in 
1834, we find that they were, each and all, 
men of outstanding general ability, and 
distinguished experts in the various de- 
partments in which they specialized. Apart 
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from the functions of the deanship, all, 
with very rare exceptions, have left their 
imprint upon medical history or upon med- 
ical literature. As a whole, they represent 
a great and glorious company of whom 
this institution may well be proud, for 
they are all worthy of a crypt in the pan- 
theon of Louisiana’s medical immortals. 


* * 


While Dr. Bass’ record as a scientist, dis- 
coverer and teacher needs no further com- 
mentary, I beg for a few more moments 
of your indulgence to comment briefly on 
the final results of his administration. Here 
we must halt at the very threshold of the 
discussion to recognize that no dean, to my 
knowledge, has been tasked with heavier 
burdens or more complex problems than 
those which assailed Dr. Bass at the very 
onset of his administration. Suffice it to 
mention the building of the Hutchinson 
Memorial, the delicate negotiations re- 
quired to meet his specific bequests and 
those of the philanthropic foundations; the 
architectural problems involved in erecting 
a structure that would meet not only the 
actual requirements of medical education, 
but those of the near future which were 
looming in the horizon. It was in meeting 
these requirements that Dr. Bass employed 
an originality and clairvoyance that has 
made this building and the teaching that is 
being conducted in it an unique school, un- 
rivaled by any other building designed for 
the same purpose. One outstanding feature 
is the arrangement of private offices for 
each senior medical student who consults 
patients and conducts his office in a profes- 
sional manner for a year before graduation. 
This system, first instituted at Tulane, has 
been adopted by several other large medical 
schools. 

I consider that the remarkable and uni- 
que suecess of the architectural plans of 
the Hutchinson Memorial Building to meet 
the requirements of medical education, 
medical charity, medical library and the 
manifold socio-medical functions of hos- 
pitality in the service of medical organiza- 
tion—which it fulfills so admirably—is 
largely, if not entirely, due to the clear, al- 
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most prophetic vision of the future needs of 
the medical school by Dean Bass. For this 
magnificent achievement the University 
and the medical profession of this city and 
state, I believe, have contracted with him 
an unpayable debt. 

The transfer of the Medical School from 
Canal Street to its present site, at the close 
of 1930, and the formal opening of the Jose- 
phine Hutchinson Clinics for the poor in 
1931, finally brought the long delayed and 
long desired consummation of Mr. Hutch- 
inson’s dream of a fitting memorial to his 
beloved wife, Josephine, for which he had 
left the bulk of his fortune, amounting to 
nearly a million dollars at his death, on 
December 7, 1902. As the physician and 
friend to whom Mr. Hutchinson had con- 
fided his intentions, I deem the moment op- 
portune to express Mr. Hutchinson’s grati- 
tude, were he living, on seeing his philan- 
thropic, educational and memorial purpose 
so admirably fulfilled in the beautiful and 
marvelously conceived building that the 
masterful mind and endless devotion of 
Dean Bass brought into a living, pulsating 
reality during his administration. 

The most notable and momentous event 
in the history of Dean Bass’ administra- 
tion was, no doubt, the establishment of 
another medical school across the street, in 
Charity Hospital, immediately following 
the erection of the Hutchinson Memorial, 
which the malevolent spirit of a despotic 
politician had conceived as a deadly thrust 
at the prosperity of Tulane. Fortunately, 
this menace has been dissipated and made 
groundless since the erection of the new 
Charity Hospital. The just apportionment 
of its vast resources as planned by the late 
Director, Dr. Bel, to meet the demands of 
medical education, conjointly with the wis- 
dom of the administrators of the Hospital 
in recognizing the fundamental rights of 
the Medical School of Tulane University of 
Louisiana as an inseparable and inalienable 
part of its foundation and historic mission, 


_has given to our school every opportunity 


to pursue its educational mission unim- 
peded and in perfect harmony and coopera- 
tive relationship with the Hospital. Again, 
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the Faculty of the new school is so largely 
constituted by our own graduates, that the 
operation of the two schools, side by side, 
under the same roof in the hospital has led 
to the feeling that the new building actually 
stands for an expansion of space to accom- 
modate the growing needs of the same fam- 
ily. At any rate, what was at one time a 
nightmare, has been converted at the close 
of Dean Bass’ administration, into a pleas- 
ant dream for which, I am sure, we are all 
thankful. 

What is most comforting and assuring is 
that the Medical School of Tulane has never 
been more prosperous, more renowned and 
in greater enjoyment of its historic prestige 
and in the effectiveness and efficiency of 
its educational mission than at this moment, 
now,—at the close of Dean Bass’ term of 
office. I say this with all due deference and 
admiration of the achievements of his illus- 
trious predecessors, and gladly, for it is 
withal the most fragrant wreath of laurel 
on the desk of Dr. Bass, and the greatest in- 
spiration for the waiting energies of his in- 
coming successor. 

If I were to sum up the distinctive char- 
acteristics of Dean Bass’ deanship, I 
would say they are precisely like those 
which he has displayed in his scientific 
work, which, in turn, are largely those of 
his hereditary traits, namely: capacity for 
taking infinite pains in the accomplishment 
of his task, seeing problems and working 
with perseverance to solve them, skepticism 
in interpreting phenomena as facts without 
much retesting of results, precision and ex- 
actness in technic, uncompromising fidelity 
to truth, rectitude and straight dealing in 
all the relations of life, with inability to dis- 
guise the true sentiments—moving always 
in straight lines, seemingly avoiding curves 
and detours. Evidently never believing in 
the quadrature of the circle, he has not ac- 
cepted the circling of the square. Diplo- 
macy, in its politically accepted sense is cer- 
tainly not one of his arts, but he leaves his 
office with perfect demonstration that very 
successful accomplishments are possible 


without resorting to undulant lines. 
* * * 


Finally, my dear Dean and friend, I have 
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come to the real purpose of my task,—a 
task made seemingly interminable by the 
luxurious wealth of your achievements, but 
still necessary since a recital of these seem- 
ed to be required in accordance with aca- 
demic and military usage as a citation of 
achievement before presenting the insignia 
of merit. Therefore, in compliance with 
the wishes of the Faculty and Administra- 
tors, permit me to transfer to you this token 
of their respect, gratitude and admiration, 
for the services, honor and glory that you 
have given your Alma Mater, and to us, 
her sons, the alumni. 

In conclusion, the Faculty fully realizes 
that this tablet is intrinsically an insig- 
nificant token of their appreciation, but 
trusts that you will always keep it in the 
spirit which it conveys. Your real reward 
lies in the monument that you have erected 
for yourself in the spot on which we stand, 
—in this way closely reminding us of the 
famous inscription under the statue of Sir 
Christopher Wren, the Architect of St. 
Paul’s Cathedral in London, which reads, 
Si monumentum queris, circumspice! 


SUPPLEMENT 


Chronology of the Deans of the Medical School] of 
Tulane University 


Age Years 
when ap- in 


Dean Born pointed office 


Deanship 


Hunt ..... -- 1808 26 1 1834-35 


Luzenberg . 1805 30 1 1835-36 


Barton 1796 40 4 1836-40 


Harrison .. 1808 32 1) 1840-41 


1842-44 

1841-42 

1848-49 
Cenas ..... 1844-45 
Carpenter . 1845-46 
Wedderburn 1846-48 
1849-52 
Richardson . 1865-85 
Chaillé ....... 1885-1908 
1907-20 
1922-40 
Lapham 


.. 1899 1940- 


Average age when appointed, 40.1 years. 
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CARCINOMA OF THE RECTUM* 
SYMPTOMS AND DIAGNOSIS 


WARREN H. HEBERT, M. D.+ 
New ORLEANS 


The incidence of carcinoma of the rectum 
is greater than usually considered. It con- 
stitutes about 6 per cent of carcinomas of 
the human body, about 25 per cent of carci- 
nomas of the gastrointestinal tract and 
about 50 per cent of carcinomas of the large 
bowel. 
frequency to that of the stomach if malig- 
nancy of the breast and cervix are omitted. 
Carcinoma of the rectum is the second most 
frequent site of carcinoma of the gastroin- 
testinal tract.” 

The importance of carcinoma of the rec- 
tum cannot be overemphasized. Whether it 
is becoming more prevalent or the clinician 
more aware of its presence is a matter of 
conjecture. The fact that more cases of 
carcinoma of the rectum are being recog- 
nized has been established. According to a 
recent report from one of the large life in- 
surance companies the increase in deaths at- 
tributable to carcinoma is largely due to the 
decline of the death rate of other diseases.” 
The incidence of carcinoma of the rectum 
diagnosed during the early stage of develop- 
ment is largely dependent upon the index of 
suspicion of the clinician. The improvement 
of the technic of examination and the more 
widespread use of the sigmoidoscope are the 
most significant factors accounting for the 
greater number of cases diagnosed during 
the early stage of development. 

It is possible that public health education 
for early recognition of carcinoma of the 
rectum will assist the layman as it has done 
with carcinoma of the breast and cervix. If 
such education is continued, we may look 
forward to the day when a patient who has 
rectal discomfort will think of the possi- 
bility of carcinoma instead of hemorrhoids. 
As long as patients make little of rectal 


*Read before the sixtieth annual meeting of the 


Louisiana State Medical Society, Alexandria, April - 


26, 1939. 
+From the Department of Surgery, School of 
Medicine, Tulane University of Louisiana. 


Carcinoma of the rectum is next in. 
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complaints and attribute their discomfort to 
hemorrhoids it will be difficult to diagnose 
carcinoma during the early stage of develop- 
ment. We should urge individuals to seek 
medical attention before bleeding from the 
rectum occurs. Consciousness of the rectum 
should warrant the suspicion of carcinoma 
or other local disease. Patients with symp- 
toms referable to the lower bowel rarely 
consult a physician during the early period 
of their illness. After the various home and 
drug store remedies have failed the physi- 
cian is consulted. 

The frequency with which carcinoma of 
the rectum occurs is sufficient to explain 
the importance of this lesion. Also, recent 
statistics with reference to the curability of 
carcinoma of the rectum reveal its further 
significance. A study of the patients ope- 
rated upon by Rankin during recent years 
revealed that 60 per cent or better survived 
a period of five years following operation. 
He is of the opinion that the radical pro- 
cedure of Miles or its modification is the 
operation of choice. On the other hand, 
“individualization is so necessary that one 
has to have several operations at one’s com- 
mand when undertaking this type of 
work.”’* 

GENERAL SYMPTOMATOLOGY 

Approximately 5 per cent of all tumors 
occur in locations where they can be seen.’ 
Therefore, it is necessary for the remaining 
95 per cent of tumors to produce irregu- 
larity of function before their presence can 
be detected. During the early stage of de- 
velopment of carcinoma, the physiologic 
function of the organ in which it is located 
may remain unaltered. If a lesion is to be 
diagnosed during the early stage of develop- 
ment then the first change of function of 
that organ should serve as a signal to in- 
vestigate the cause of dysfunction. 

Most articles and textbooks refer to bleed- 
ing, pain, constipation and diarrhea as the 
symptoms of carcinoma of the rectum. 
These symptoms are most often associated 
with the growth during the advanced stage 
of development. The first symptom experi- 
enced by patients is rarely mentioned for 
they are more concerned with the onset of 
their most recent trouble which is unmis- 
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takable evidence that something out of the 
ordinary has taken place.’ This explains 
why so many individuals mention pain or 
bleeding as the first indication of their 
trouble. 

The subjective and objective manifesta- 
tions of carcinoma of the rectum vary with 
large limits. The symptoms of carcinoma of 
the rectum can be divided into two large 
groups: (1) Early, during the first stage of 
development of the growth, and include (a) 
consciousness of the rectum; (b) alteration 
of the normal bowel habit with or without 
an upper gastrointestinal disturbance; (c) 
aggravation of rectal or anal disease pres- 
ent. (2) Late, present during the more ad- 
vanced stage of development of the growth, 
and are (a) gross bleeding; (b) pain; (c) 
constipation or diarrhea; (d) frequency of 
urination. The symptoms, listed in the order 
in which they usually appear are: (1) Ir- 
regularity of bowel habit; (2) conscious- 
ness of the rectum; (3) diminished appe- 
tite; (4) fatigue; (5) loss of weight; (6) 
bleeding; (7) pain, and (8) frequency of 
urination. 

EARLY SYMPTOMS 

Consciousness of the rectum: The term 
consciousness of the rectum includes indefi- 
nite sensations noted during the early stage 
of development of the growth. The early 
disturbance of function produces symptoms 
not unlike those associated with an “irrita- 
ble rectum.” At first, discomfort is noted 
when stool is in the region of the growth. 
The presence of a growth in the rectum in- 
creases the irritability of that organ. When 
stool comes in contact with the growth a 
sensation of fullness and distention pro- 
duces a forceful desire to defecate. At such 
stage of development an individual who has 
been suffering from constipation may ex- 
perience more regularity with the daily 
evacuation. The evacuation is more com- 
plete and without the abnormal stimulus of 
a cathartic. The irritation from the lesion 
causes excessive secretion of mucus. It ac- 
cumulates within the rectum and is usually 
expelled with the daily evacuation of stool. 
Large amounts of mucus lubricate the anal 
canal and tend to delay the early appearance 
of distress. 
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As the lesion increases in size the irrita- 
bility of the bowel becomes more marked. 
Under normal conditions mucus is secreted 
from the goblet cells in small amounts but 
irritation from the growth produces the 
secretion of mucus in large amounts. As the 
fecal material comes in contact with the 
growth a desire to empty the lower bowel 
is experienced. This produces an urgency 
or frequency, a strong stimulus to evacuate 
the lower bowel. The strong stimulus to 
defecate is usually followed by the passage 
of a small or large formed stool. There is 
usually very little pain following defecation 
because of the lubrication produced by the 
mucus. As a rule, an unusual amount of 
gas and mucoid secretion accompanies the 
bowel movement. During the early stage 
of development the presence of fecal ma- 
terial in the region of the growth usually 
produces a series of sensations which bring 
about defecation. On the other hand, 
defecation may become more difficult and 
less frequent. The urgency or desire to 
evacuate is present and relief is obtained if 
gas or mucus is expelled. It is important 
to realize that alteration of the habit of de- 
fecation will depend to a great extent on the 
appetite and the food ingested. 

As the growth progresses in size, symp- 
toms no longer depend upon the presence of 
stool in the region of the growth. Usually 
the desire to defecate produces frequent ex- 
pulsions of gas and mucus. The mucus may 
or may not be streaked with blood. There 
is a sensation of fullness or heaviness as 
though the lower bowel is not empty. A sen- 
sation that the ‘evacuation is incomplete” is 
noted. As the growth increases in size there 
is further disturbance of normal bowel 
habit. The bowel functions in a sluggish 
manner or there has been an increase in the 
number of stools. Asa rule, the consistency 
of the stool during the early stage of de- 
velopment is hard or soft. There may be a 
tendency towards a sluggish bowel or the 
movements may be too frequent but true 
constipation or diarrhea is rarely noted. The 
patient refers to the frequent visits to the 
toilet as diarrhea. The difficulty partially 
or completely to relieve their discomfort fol- 
lowing a bowel movement is referred to as 
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constipation. In the strict sense of the word 
their trouble more closely resembles a 
dysenteric type of disturbance. 

Alteration of normal bowel habit with or 
without an upper gastrointestinal disturb- 
ance: In this instance the term is more or 
less self-explanatory. Consciousness of the 
rectum and alteration of bowel habit are so 
closely related that in many instances it is 
very difficult to regard them as separate 
complaints. A recent improvement in the 
regularity of defecation should bear the 
same significance as if the normal bowel 
habit was replaced by constipation. It is the 
“alteration of that which is considered nor- 
mal to the individual” that is important. 
Alteration of bowel habit which persists 
should warrant a complete investigation of 
the lower bowel. Disturbed function of the 
lower bowel is a commonplace disorder in 
this day of cathartic abuse or misuse, self 
medication and the use of enemas. 

A lesion of the rectum may first become 
manifest by disturbances produced in other 
organs such as the stomach and colon. Dis- 
turbance of function of the upper intestinal 
tract becomes manifest as the lesion in the 
rectum progresses in size and extent. Dis- 
tress such as upper abdominal fullness, mild 
dyspepsia, bloating and the tendency to 
form gas, will likewise increase in the pres- 
ence of a lesion in the rectum. The disturb- 
ance of function of the rectum will often 
produce low grade intestinal symptoms sim- 
ilar to that described as ‘‘the irritable bowel 
syndrome.” This accounts for the fact that 
many of these lesions are diagnosed by the 
gastroenterologist. Lesions of the lower in- 
testinal tract frequently produce dysfunc- 
tion of the upper intestinal tract. Alteration 
of the normal rectal habit will interfere 
with the function of the colon. Distention 
and abdominal discomfort result from such 
dysfunction. 

Aggravation of anal or rectal disease: 
Anal or rectal disease often exists with- 
out producing symptoms. A growth during 
the early stage of development may precipi- 
tate an attack of otherwise dormant rectal 
or anal disease. Hemorrhoids which have 
been without symptoms may produce 
marked discomfort. The disturbance of 
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bowel habit, the alteration of the type of 
stool, the infection of the growth and the 
congestion present are all factors in precipi- 
tating the attack. In many instances, anal 
infection, anal fissure, cryptitis, abscess or 
fistula are found to be associated lesions. 
This accounts for the diagnosis of benign 
anal disease which is made during the early 
stage of development of the growth. For 
this reason, a sigmoidoscopic examination 
should be performed in all cases of anal or 
rectal discomfort regardless of the apparent 
benignancy of the local lesion. It is amazing 
to note the number of cases of carcinoma of 
the rectum which are diagnosed during the 
late stage of development. In a series of 
1,073 cases of carcinoma of the rectum, in 
521 patients or approximately 50 per cent, 
operations had been performed for benign 
conditions and the malignant lesion had 
been overlooked.’ 
LATE SYMPTOMS 

The initial symptoms are often over- 
looked and only when bleeding occurs does 
the patient realize a more serious condition 
exists. Bleeding is the most significant 
manifestation of the growth during the ad- 
vanced stage of development. 

Bleeding: The microscopic evidence of 
blood is considered one of the early mani- 
festations of carcinoma of the rectum. How- 
ever, the passage of mucus streaked with 
blood usually indicates the stage of the 
growth to be moderate to far advanced. As 
a rule, streaks of blood are interpreted by 
the patient as being of hemorrhoidal origin 
and nothing serious is made of the condi- 
tion. Many factors such as the vascularity 
of the growth, the degree of fixation and 
the extent to which the growth has pene- 
trated the bowel wall will determine the de- 
gree of bleeding. Thus, the type of growth 
will largely determine the amount of bleed- 
ing present. 

Pain: The deficiency of sensory nerve 
endings in the rectum explain the lack of 
pain during the early stage of development 
of the growth. Carcinoma of the rectum 
is rarely associated with pain during the 
early stage of development unless the lesion 
is situated sufficiently low to involve the 
anal canal. 
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Pain may indicate the lesion to be of the 
penetrating type, and to have perforated 
beyond the confines of the bowel wall. 
Again, pain from obstruction is usually re- 
ferred to as being up inside the rectum or 
in the median line of the lower abdominal 
region. Furthermore, pain is associated 
with metastasis to the bones of the pelvis or 
with fixation from extensive infiltration of 
the growth. 

Constipation and diarrhea: Such terms 
mentioned by the patient do not represent 
the true nature of the condition. A diarrheal 
stool has been defined as copious, watery, 
usually free of blood, and following evacua- 
tion relief of the lower abdominal discom- 
fort is noted. However, the frequency and 
urgency of evacuation, the presence of a 
somewhat formed stool accompanied by a 
large amount of mucoid secretion which 
may be streaked with blood, and the persis- 
tence of griping or tenesmus following 
evacuation is more suggestive of a dysen- 
teric disturbance. It is important to realize 
that the patient considers any difficulty in 
getting the bowels to move as constipation, 
whereas, frequency or urgency of bowel 
movement more than the usual amount is 
referred to as diarrhea. 

The mechanical obstruction produced by 
the growth together with spasm of the 
bowel in the region of the growth produces 
symptoms of obstruction. The accumula- 
tion of stool above the lesion often produces 
excessive peristalsis of the bowel. The dis- 
comfort is usually interpreted as being pain- 
ful and cramp-like in character. Marked 
constipation or diarrhea is noted during the 
stage of development in which obstruction 
is present. 

Frequency of urination: A disturbance of 
normal urinary function is often associated 
with carcinoma of the rectum. It is consid- 
ered one of the late symptoms but there is 
one important exception to this rule. Urin- 
ary dysfunction may be a prominent symp- 
tom during the early stage of development 
if the lesion is situated in the anterior wall 
of the rectum. At first, the bladder is 
emptied following an evacuation of stool 
and at more frequent intervals than cus- 
tomary. Later, the desire to empty the 
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bladder and the bowel may be confusing; 
thus, the explanation for the many patients 
who first note the undue frequency with 
which they void. Later, the act of voiding 
is followed by a discharge from the rectum. 
The nerve supply of the rectum and bladder 
is so closely related that a disturbance in 
one very often produces alteration of func- 
tion in the other. 
DIAGNOSIS 

Digital examination: The diagnosis of 
carcinoma of the rectum depends upon a 
digital examination and a proctosigmoido- 
scopic survey. Approximately 75 per cent 
of carcinomas of the colon can be visualized 
following a sigmoidoscopic examination.’ 
Many observers agree that most carcinomas 
of the rectum can be palpated following a 
digital examination. Approximately 80 to 
90 per cent of carcinomas of the rectum are 
noted on digital examination. Such a state- 
ment is probably correct but it should be 
further modified, for it refers to those cases 
in which the growth is in the advanced 
stage of development. I have been unable 
to obtain any statistics as to the relative 
efficiency of a digital examination in the 
diagnosis of carcinoma of the rectum during 
the early stage of development. If statistics 
revealing the accuracy of a digital examina- 
tion to establish a diagnosis during the early 
stage of development were available they 
would be surprisingly low. It is unneces- 
sary to wait for a lesion to progress to meet 
the finger of the examiner when methods 
are available to diagnose the growth during 
the early stage of development. An endo- 
scopic examination of the rectum should 
supply the necessary information. 

A digital examination should enable the 
examiner to determine the location of the 
growth. Thus, the instrument can be in- 
serted in such a manner as to avoid unneces- 
sary trauma or injury to the growth. Fol- 
lowing a digital examination the degree of 
mobility of the growth can be estimated. By 
gentle manipulation with the finger, the 
points of fixation can be determined. Im- 
portant data are obtained following a digital 
examination but this is negligible as com- 
pared to the information derived following 
an endoscopic examination. 








ENDOSCOPIC EXAMINATION 

An endoscopic survey is important be- 
cause of the information obtained with ref- 
erence to the general characteristics of the 
growth. The size, location, the degree of 
fixation and obstruction are important fac- 
tors to be determined. 

Gross characteristics: The appearance of 
the lesion will depend upon the type of car- 
cinoma present. From an endoscopic ex- 
amination there are five general groups in 
which carcinoma of the rectum can be clas- 
sified: (1) polypoid; (2) cauliflower; (3) 
crater ulcer (ulcerative); (4) annular; 
(5) stricture. 

It is not infrequent that a large protub- 
erant growth is still localized to the mucosa 
and submucosa. On the other hand, a small 
ulcerating crater-like lesion may have pene- 
trated into the perirectal tissue. A tradi- 
tional classification of carcinoma of the rec- 
tum into protuberant and ulcerative has ex- 
isted. Such classification is misleading, as 
it suggests the growths to be different 
types. Ulceration of a growth is due to in- 
terference of the blood supply and to local 
sepsis. An ulcerating growth suggests that 
penetration has occurred into the muscular 
layer. The pit of the ulcer is often opposite 
the point of greatest infiltration. In gen- 
eral, it is agreed that tumors projecting into 
the lumen of the bowel are not associated 
with infiltration of the external layers of 
the bowel wall. Again, it is true that exca- 
vated, penetrating, ulcerative lesions usually 
indicate extension into the external layers 
of the bowel wall. From the gross appear- 
ance of a lesion it is possible to determine 
if the extension of the growth is by expan- 
sion rather than by invasion. 

Location of the growth: It is of value to 
determine the area of the bowel which is 
involved. It may be limited to one wall or 
encircle the bowel completely. The extent 
to which the circumference of the bowel is 
involved is important. A growth that in- 
volves only one wall of the bowel is consid- 
ered an early one. Carcinoma of the rectum 


usually extends more rapidly in the circum- 
ference of the bowel than in the longitudinal 
direction. Frequently a growth extends the 
entire circumference of the bowel and it 
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may not have progressed more than an inch 
or so in the direction of the long axis. Such 
is the so-called annular or napkin ring type 
of lesion. 

The location of the growth in relation to 
the adjacent structures should be deter- 
mined. A lesion may be in a favorable posi- 
tion for the application of radium. Such 
should be considered before treatment is 
outlined. The position of a lesion with re- 
lation to the reflection of the peritoneum is 
of value. It is important to remember that 
lesions involving the anterior wall of the 
rectum are in close relationship with the 
bladder and at this point the peritoneum ex- 
tends far down into the pelvis. Likewise, it 
is of value to determine the distance of the 
growth above the anus. From such infor- 
mation the type of operation as well as the 
approach can be determined. 

Size and extent of lesion: The size of a 
growth does not necessarily indicate its du- 
ration or extent. There is no constant rela- 
tionship between the extent of surface 
growth and the depth of extension by infil- 
tration. Protuberant growths may com- 
pletely encircle the rectum and still be lim- 
ited to the mucosa and submucosa. The ex- 
tent of the growth along the longitudinal 
axis of the bowel should be determined be- 
fore certain types of posterior excision are 
attempted. 

Degree of obstruction: The degree of ob- 
struction is most accurately determined by 
examining the size of the lumen of the bowel 
in the region of the growth. Such will af- 
ford the most accurate information as to the 
degree of obstruction. A large growth in 
the ampulla of the rectum may produce very 
little obstruction, whereas, a small growth 
in the region of the recto-sigmoid may pro- 
duce marked obstruction. 

Degree of fixation: A growth of the rec- 
tum may be classified according to the de- 
gree of mobility such as: (1) freely mov- 
able; (2) limitation of motion; (3) motion 
is definitely limited; (4) fixed. 

The degree of fixation of the growth 


will determine the advisability of operation 


and the type to be performed. A growth 
high in the rectum is difficult to examine 
with the finger. In such, it is impossible 
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to determine the degree of mobility without 
direct endoscopic examination. 

The growth can be moved from side to 
side when examined by the finger. From 
such information it is considered movable, 
whereas the bowel wall along the base of 
the growth is fixed. The examiner is not 
interested in the degree of mobility of the 
growth which protrudes into the lumen of 
the bowel but he is concerned with the de- 
gree of fixation of the wall of the bowel in 
the region of the growth. Thus, informa- 
tion obtained following a digital exami- 
nation refers largely to that portion of 
the growth that projects into the lumen of 
the bowel. The mobility of the wall of the 
bowel in the region of the growth is the 
most important factor to be determined. 
Such information can only be satisfactorily 
obtained following an endoscopic examina- 
tion. The extent to which the bowel wall is 
fixed in the region of the growth does not 
necessarily indicate that infiltration is of a 
neoplastic nature. An inflammatory reac- 
tion may appear to be an extension of the 
malignant process. 

GRADING OF MALIGNANCY 

This has been considered an important 
factor in determining prognosis and treat- 
ment. Some individuals suggest palliative 
irradiation in preference to radical surgery 
if the growth is a high grade of malignancy 
such as the grade IV group, according to the 
classification of Broders. Jones is opposed 
to this idea and suggested that grading of 
carcinoma of the rectum is excellent from 
an academic viewpoint, but “I am distinctly 
opposed to guiding the therapeutic effect 
merely on a pathologist’s statement that 
this is a grade so and so.” It seems that 
grading of carcinoma of the rectum does 
occupy a place of significance. Its posi- 
tion is somewhere between the extremes of 
conservatism and radicalism. 

DIFFERENTIAL DIAGNOSIS 

In the strict sense of the word there is no 
differential diagnosis of carcinoma of the 
rectum. Lesions of the rectum which per- 
sist should be considered malignant until 
microscopic examination of the several 
specimens of tissue removed are reported 
benign. There is no accurate method of ex- 
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cluding a malignant lesion unless several 
specimens of tissue removed during the 
endoscopic examination have been reported 
non-malignant. Benign and malignant 
lesions of the rectum shrewdly masquerade 
so that a diagnosis obtained following a 
digital and gross examination can only rep- 
resent per cent of certainty. Rectal endos- 
copy affords an excellent opportunity to 
study the gross characteristics of the lesion 
and it enables a specimen of tissue to be re- 
moved for pathologic study in order to 
establish a correct diagnosis. 

Barium enema: An enema consisting of 
barium is of no value in the diagnosis of 
carcinoma of the rectum. In fact, it has 
no place as a method of diagnosis in such 
cases. It is unnecessary to depend upon a 
contrast or indirect method to establish a 
diagnosis when direct examination is so 
readily available. A sigmoidoscopic exami- 
nation should be completed in all patients 
before a barium enema is to be adminis- 
tered. Such will avoid many of the impac- 
tions and acute obstructions which follow 
the colonic administration of barium to 
patients with obstructing lesions of the sig- 
moid and rectum. 

SUMMARY 

(1) Any alteration of normal bowel 
habit or consciousness of the lower bowel 
which persists should warrant a complete 
investigation of the colon, rectum and anus. 
These symptoms are often the manifesta- 
tions of a carcinoma of the rectum during 
the early stage of development. Symptoms 
such as bleeding, pain, constipation, diar- 
rhea and frequency of urination are usually 
associated with the growth during the ad- 
vanced stage of development. 

(2) The improvement of technic of ex- 
amination and the more widespread use of 
the sigmoidoscope are the most significant 
factors accounting for the greater number 
of cases diagnosed during the early stage 
of development. 

(3) Approximately 80 to 90 per cent of 
carcinomas of the rectum are noted on 
digital examination. This statement is 
probably correct but it refers to cases in 
the advanced stage of development. If 
statistics revealing the accuracy of a digital 
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examination to establish a diagnosis during 
the early stage of development were avail- 
able they would be surprisingly low. 

(4) Important data are obtained follow- 
ing a digital examination but this is neg- 
ligible compared to the information derived 
following an endoscopic study. An endo- 
scopic examination is far more important 
because of the information obtained with 
reference to the general characteristics of 
the growth. The size, location, the degree 
of fixation and obstruction are important 
factors which are determined. 

(5) Information obtained following a 
digital examination refers to the mobility 
of that portion of the growth which pro- 
trudes into the lumen of the bowel. The 
mobility of the wall of the bowel in the 
region of the growth is the most important 
factor to be determined. Such information 
can only be satisfactorily obtained follow- 
ing an endoscopic examination. 

(6) Any chronic lesion of the rectum 
should be considered malignant until several 
specimens of tissue removed for micro- 
scopic examination are reported non-malig- 
nant. An enema consisting of barium is of 
no value in the diagnosis of a carcinoma 
of the rectum. 

(7) Anal or rectal disease often exists 
without producing symptoms. In many 
instances a growth during the early stage 
of development may precipitate an attack 
of otherwise dormant anorectal disease. 
This accounts for the diagnosis of benign 
anal disease which is made during the early 
stage of development of the growth. For 
this reason, a sigmoidoscopic examination 
should be performed in all cases of anal or 
rectal discomfort regardless of the apparent 
benignancy of the local lesion. 
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DISCUSSION 

Dr. Rawley M. Penick, Jr. (New Orleans): I 
would like to congratulate Dr. Hébert on his choice 
of this subject, which touches on some phases of a 
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most important problem before the medical profes- 
sion today. The magnitude of this problem is 
attested by recent contentions that carcinoma of 
the rectum and colon occur about as frequently as 
gastric carcinoma. We know that 600,000 people 
have died during the last 15 years from the latter. 
Therefore, it is difficult to overemphasize our 
responsibility in this matter. 

It has long been obvious that early recognition 
and early treatment constitute the only hope for 
the patient with carcinoma of the rectum. The 
first problem, therefore, is education of the doctor 
who sees the patient first. He will have to revise 
many of his ideas about diagnosis because we have 
taught and depended too much on the criteria of 
advanced lesions. A better understanding of sus- 
picious symptoms and the increased use of the en- 
doscope have revealed that these cases can be diag- 
nosed early. Dr. Hébert has admirably outlined 
management which, if followed, will allow diagnosis 
and treatment before the malignancy has pro- 
gressed to a hopeless stage. 


Another method of attacking this problem is in 
educating the public, a much more difficult under- 
taking. Here we are faced with the difficulty of 
getting the right information to the public through 
the proper channels. On the other hand, such edu- 
cational campaigns are not without danger because 
they sometimes make people too conscious of cancer, 
and cancer phobia results. I have had an oppor- 
tunity to see this result in an area where the late 
Dr. Bloodgood carried on a campaign aimed at in- 
forming the general public on carcinoma of the 
breast. No doubt much good was accomplished, 
but I saw many whose peace of mind was disturbed 
by this knowledge. 

Dr. M. H. Foster (Alexandria): Appreciating 
as I do the reference made by Dr. Hébert to as- 
sociated rectal and bladder symptoms in neoplasm 
of the rectum, I would like to refer briefly to two 
cases which represent what he has referred to. 

The first case is one that while rather late, was 
a primary bladder neoplasm. The man was re- 
ferred with a diagnosis of urinary tuberculosis. 
(Showing specimen) Over here is the rupture oc- 
curring into the rectum. The patient died with 
hemorrhage and I do not know whether the hemor- 
rhage was rectal or vesical. The clinical mani- 
festations on admission were those of septic uri- 
nary infection. 

The second patient was a lady 63 years old who 
came into the hospital and the surgeon desired to 
repair a rectovaginal fistula. Urologic examina- 
tion was called for because of passage of fecal 
material into the bladder. I recognized the case as 
one I had discharged six years before with bladder 
disease but had not seen since. Though examina- 
tion was required, repair of the fistula was out of 
the question. The patient had to be dismissed 
without operation, and died a few weeks subse- 
quently. 
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I refer to these things in the hope that it may 
lead the general practitioner and surgeon to recog- 
nize symptoms earlier and more accurately. 
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GASTROSCOPY IN SURGERY* 


DONOVAN C. BROWNE, M. D.7+ 
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Since the establishment of specialties 
there has been a cooperative relationship 
of those concerned with benefit to the pro- 
fession as a whole. By far, the most closely 
united are the internist and surgeon. Fre- 
quently, in surgery there is a medical con- 
sultant to give an opinion in the cardio- 
vascular operative risk; often postoperative 
help is desirable. Now, with the advance 
of gastroscopy from an academic to a prac- 
tical procedure, the surgeon and gastro- 
scopist join in a close cooperation to estab- 
lish more accurate diagnosis, determine 
operability of a lesion and obtain prognos- 
tic information. 

It is well appreciated that in gastric dis- 
ease, symptoms, signs, laboratory pro- 
cedures and roentgenologic findings give 
only presumptive evidence. Gastritis, in 
addition to other symptomatology, can 
bleed to simulate an ulcer or malignancy 
and the most refined x-ray technic often 
gives a normal film. Foreign bodies may 
suggest tumors. Secondary changes about 
an ulcer, such as edema and inflammatory 
reaction, can give obstructive symptoms, 
clinical and roentgenologic diagnosis of 
malignancy. It is, therefore, apparent that 
gastroscopy is certainly desirable as a fur- 
ther investigative procedure in any case of 
doubtful gastric pathology. 

The gastroscopist is not competing with 
exploratory laparotomy but is supplement- 
ing roentgen, laboratory and physical ex- 
aminations in gathering diagnostic and 
prognostic information. Accurate diag- 
nosis, within reasonable limitations, is ren- 
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dered available. The apparently benign 
lesion can be observed in its response to a 
medical regimen, eliminating the possibility 
of error that exists in following the prog- 
ress clinically or roentgenologically. The 
extensiveness and type of neoplastic in- 
volvement will indicate the advisability of 
surgery and the ultimate prognosis. Surgi- 
cal indications and contraindications be- 
come more apparent. Preoperatively, the 
surgeon is aided in determining operability 
and in formulating an opinion of what 
should be done and how extensive a pro- 
cedure is indicated. The morbidity and 
mortality of exploratory laparotomy for 
inoperable gastric carcinoma may, in the 
future, by more intensive gastroscopy, be 
minimized; the useless exploratory opera- 
tion in the gastritides may be avoided. 

Our experience and knowledge in gastro- 
scopy in the past two years, has, in a great 
measure, been due to the increasing in- 
terest and cooperation of the surgical and 
roentgenologic staff. The x-ray depart- 
ment, in cooperative spirit, has suggested 
the procedure in cases in which they felt 
there was reasonable doubt as to the diag- 
nosis. During this period, I have had the 
advantage of examining a case illustrative 
of every lesion of common interest to the 
internist, surgeon and _ roentgenologist. 
Briefly, these pathologic gastric lesions 
are: 

GASTRIC ULCER 

It is not possible to see all gastric ulcers 
gastroscopically but many ulcerations not 
demonstrable by other methods may be 
seen and information, not otherwise obtain- 
able, is available. A clean based, sharply 
delineated, margined ulcer is judged benign 
in contrast to the dirty based ulcer with a 
nodular margin which is typically malig- 
nant. Complete epithelization can be ob- 
served in the successful medical manage- 
ment of a benign ulcer. X-ray evidence of 
such disappearance does not always mean 
complete healing; mucus may fill the cra- 
ter; a small crater may not be demonstra- 
ble. 

The definite benignancy of a lesion and 
its proved complete response to a medical 
regimen eliminates the need of surgery. 
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When surgery is imperative because of 
failure of medical treatment, danger of 
hemorrhage or malignant change, the site, 
the number of lesions, the amount and 
character of the so frequently associated 
gastritis may affect the decision. Good 
results are not to be expected from exci- 
sion in the presence of severe generalized 
hypertrophic gastritis; even extensive re- 
section may leave areas of gastritis to ren- 
der the surgical result problematic. There- 
fore, the location of the lesion and the gas- 
tritis present are of great importance to 
the surgeon that he may decide the type 
and extensiveness of his operation. 
THE STOMACH AFTER OPERATION 

After gastroenterostomy or resection the 
gastric deformity is so great as to render 
its study difficult. Jejunal ulcers are often 
missed by both roentgenographic and gas- 
troscopic examination. The stoma can be 
determined to be patent on fluoroscopy. In 
addition to patency, by gastroscopy, the 
very important rhythmic function is ob- 
served, the degree of gastric distortion de- 
termined and physiologic value of the sur- 
gery evaluated. Whether gastritis, entero- 
stomy ulcer, reactivated duodenal ulcer, or 
malfunctioning stoma is causing symptoms 
is apparent by visualization. If the lesion 
is a marginal ulcer in a resected stomach 
the “ulcer diathesis” should be considered 
very carefully before risking further 
elective operative intervention. A marginal 
ulcer in an enterostomized stomach where 
the acidity is essentially normal seems to in- 
dicate also the patient’s “tissue sensitivity,” 
and certainly a medical regimen is more ac- 
ceptable to closing the enterostomy or doing 
a resection. A stomach negative to x-ray 
and gastroscopy, with an artificial opening 
showing normal physiology, is supportive of 
psychic etiology which makes one hesitant 
to advocate any radical procedure. Atypical 
or improper action of a stoma may cause a 
superficial or more severe gastritis, in 
which event closure of the stoma is prob- 


ably best advocated, for gastritis has not ~ 


been observed when there is a physiological- 
ly behaving stoma. Multiple ulcers, in addi- 
tion to or apart from a marginal ulcer, have 
been observed; their multiplicity contrain- 
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dicates surgery, for such patients often do 
best under a medical regimen. | have not 
seen silk sutures at the enterostomy. 
Schindler has seen numerous cases and 
advocates surgical correction. Schindler’s 
study of postoperative cases supports plac- 
ing the gastroenterostomy on the posterior 
wall as near the pylorus as possible to ob- 
tain best physiologic function. 

DUODENAL ULCER 

Gastroscopic study of duodenal lesions 
is not possible. From the viewpoint of this 
paper, however, a surgical procedure may 
be contemplated in an instance of hemor- 
rhage in a patient in whom a duodenal 
ulcer is known to exist. Gastroscopy is indi- 
cated in such cases, for too frequently not 
the old duodenal ulcer but a new gastric 
lesion is the source of bleeding. The vari- 
ous gastritides and superficial ulcerations 
are frequent accompaniments to a duodenal 
ulcer. 

MISCELLANEOUS AND OTHER CONDITIONS 

Gastritis: The gastritides varying from 
the simple superficial type to the most 
severe hypertrophic erosive variety may 
simulate, in their non-specific maniftsta- 
tions, any syndrome of gastric pathology. 
These lesions are rarely roentgenologically 
demonstrable and for this reason surgical 
exploratory has been, in the past, fre- 
quently the useless procedure in store for 
the sufferer. This type of pathology is 
readily diagnosable on gastroscopy. 

Benign Tumors: Such lesions, if less 
than two centimeters in diameter, are likely 
to be missed in roentgenograms. Their 
location, general appearance, base and the 
gastric mucosa about the base form the 
basis for establishing their benignancy. If 
judged benign, operability is nevertheless 
the most important purpose of the exami- 
nation for they are likely to become malig- 
nant. 

Foreign Bodies: Bezoars and concretions 
have been observed to confirm the need for 
operative removal. 

Pyloric Obstruction: This pathology is 
considered surgical and rightly so. How- 
ever, the cause of the obstruction, pre- 
operatively, is of more than ordinary inter- 
est to surgeon and internist. The most re- 
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fined roentgenologic delineation often is to 
no avail in differentiation between benign 
and malignant obstruction. With gastro- 
scopy the answer is more frequently avail- 
able. An obstructing ulcer of the pyloric 
channel is not seen gastroscopically, the 
pylorus remains hidden from view. If a 
tumor is the source of obstruction it can 
easily be visualized with gastroscopy. 

In the event that no tumor is demon- 
strated a medical regimen is an acceptable 
plan, or if surgery is imperative and the 
patient’s operable state is poor it will be 
comforting to all concerned to be able to 
plan on doing merely a gastroenterostomy. 

Hour-glass Stomach: Spastic narrowing 
of the stomach, often seen roentgenologic- 
ally, simulating an hour-glass stomach, dis- 
appears on gastroscopy. I have seen one 
instance of stomach narrowing which per- 
sisted on gastroscoping the patient; the 
endoscopic picture strongly suggested lin- 
itis plastica. The Wassermann was nega- 
tive. On luetic therapy, however, the gas- 
tric outline became normal to x-ray and 
scope. Information on this type of lesion 
is Madequate. I do not have a statement 
to offer to govern a decision on the surgi- 
cal aspects of this pathology, but feel reser- 
vation should be practiced. 

Gastric Carcinoma: Although I have 
done gastroscopies on numerous persons 
with gastric malignancy, I have not yet 
demonstrated an instance that could be 
titled an “early” diagnosis. Routine gas- 
troscopy in the dyspeptic would be the 
greatest aid in establishing an “early” 
diagnosis. Besides early diagnosis, which 
is the first wish of gastroscopy, the accu- 
rate diagnosis is most important and then 
the operability. The type of carcinoma 
gastroscopically is classified by Schindler 
as: I. broad based, well limited polyp; II. 
ulceration sharply limited; III. ulceration 
only partially limited; IV. diffuse infiltrat- 
ing carcinoma. The extent of involvement 
of the gastric wall determines the oper- 
ability; an accurate measurement of this 
infiltration as seen endoscopically can be 
made, thus rendering valuable informa- 
tion. 


Phantom Tumor: Allergic phenomena, 
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such as recorded by Cardier and Chevalier, 
open a great field for investigation; as 
yet not sufficient data are available to 
justify conclusions. 

CASE REPORTS 

The following cases are interesting illus- 
trations from a series of gastroscopies done 
on patients seen in conjunction with the 
surgical department. They were selected 
for this paper for each patient had a sig- 
nificant lesion over which the advisability 
of surgery was debated. Limitation of time 
confines the report to five cases: 

CASE NO. 1 

H. C. W., a 64 year old railroad conductor, for 
fifteen years had had a moderate degree of ill- 
defined dyspepsia; for six months he had experi- 
enced epigastric pain immediately upon eating; 
during the past four months he had suffered quan- 
titative dyspepsia and occasions of vomiting. 
Weight loss of approximately eight pounds in four 
months. The physical examination revealed a 
palpable, firm, mobile, epigastric mass of approxi- 
mately 3 x 4 centimeters. 

Laboratory findings: Red blood cells 4,300,000; 
hemoglobin 80. Stool, positive for occult blood. 
Gastric analysis revealed an achlorhydria. The 
Wassermann was negative. 

Roentgenologic opinion: “The stomach presents 
on the lesser curvature in vicinity of the incisura 
angularis an ulcer crater 7.0 mm. in diameter at 
the base and 5.0 mm. in depth, some rigidity of 
the gastric wall on the lesser curvature side cir- 
cumferential to the ulcer, but it is believed that a 
persistent annular contraction of the stomach in 
this area is due to spasm rather than to tumor. 
Whether the lack of flexibility in the gastric wall 
in the immediate vicinity of the ulcer crater repre- 
sents neoplasia or inflammatory tissue cannot be 
definitely determined at this time.” No six hour 
retention. 

Gastroscopic examination: Gastric aspiration 
prior to examination revealed fresh blood. The 
pyloric antrum was easily visualized; the pylorus 
was blocked by edema with associated spasm. On 
the anterior wall, near the greater curvature an 
ulceration was visible. The margins were sharp, 
floor was white (fibrin), adjacent mucosal folds 
were inflamed and swollen, edematous appearance. 
A second ulceration, showing evidence of penetra- 
tion, was seen on the lesser curvature. The edges, 
again, were crater-like and active bleeding was 
noted. The surrounding mucosa was markedly 
swollen and inflamed. Diagnosis: Gastric ulcers 
with associated gastritis and edema. 

Clinical course: Gastric resection was success- 
fully performed. The postoperative period was 
hectic, complicated by pneumonitis and toxic psy- 
chosis. The lesion appeared benign; this was con- 
firmed by the pathologist’s study of serial sec- 
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tions. This gross tissue corresponded in detail to 
the gastroscopic picture. 
COMMENT 

Clinically, this might be an instance of 
advanced gastric carcinoma. Roentgenolo- 
gically, there was possible benignancy indi- 
cated. Gastroscopically, the lesion was 
benign. Because of the patient’s age and 
inability to follow the case properly, resec- 
tion was decided upon. This patient prob- 
ably should have been placed on a medical 
regimen and kept under observation gastro- 
scopically. Thereby, surgery may have 
been avoided. 

CASE NO. 2 

W. D. S., a 48 year old physician who at 25 had 
a duodenal] ulcer for relief of which a posterior 
gastroenterostomy was done ten years later by Dr. 
Will Mayo. He was asymptomatic until three 
months prior to this study, at which time he had 
a recurrence of constant epigastric pain, melena, 
nausea and vomiting. 

Physical examination: There was marked pallor 
and dehydration but no clinical shock. Cardiac 
findings of mitral stenosis. Epigastric tenderness 
and rigidity but no demonstrable tumor. 

Laboratory findings: Red blood cells 3,900,000; 
hemoglobin 70. The stool was positive for occult 
blood. Gastric analysis showed 17 units free acid 
and 32 units total acid. 

Roentgenologic opinion: “A number two reten- 
tion, gastroenterostomized stomach; the stoma 
functions poorly. An obstructive lesion involving 
the stoma is suggestive of ulcer or malignancy. 
Filling defect first portion duodenum due to an 
old uleer. Retention in a gastroenterostomized 
stomach is very unusual and is either due to a 
new growth or an ulcer causing edema at the 
stoma.” 

Gastroscopic examination: The pyloric antrum 
quickly came in view but remained closed and 
fixed; sluggish peristalsis did not alter its con- 
tour. On the posterior wall in the pars media the 
stoma was seen. The dependent margin was tre- 
mendously swollen and inflamed, almost occluding 
the entire stoma. Normal jejunal mucosa was 
seen deep at the upper angle; on the lower margin 
several small ulcers with white bases were noted 
but the proximal half of the margin appears de- 
nuded; raw and active bleeding was seen. Further 
examination revealed normal mucosa elsewhere. 
Diagnosis: Marginal ulcer with active hemor- 
rhage. 


Clinical course: Under medical treatment the 


patient became asymptomatic, returned to practice - 


and, now, six months later, is free of symptoms. 
COMMENT 

Gastroscopy here demonstrated benig- 

nancy reassuring patient and physician, 
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permitted rational therapy and brought 
about a good medical response. 


CASE NO. 3 

T. E. S., a 63 year old business man, complain- 
ing of epigastric pain (postprandial) of seven 
months’ duration, the onset being subsequent to a 
spree of eating persimmons. Three months prior 
an x-ray diagnosis of gastric ulcer was made; 
there was no response to diet and alkali. There 
was a weight loss of twenty pounds. 

Physical examination: A chronically ill male 
showed advanced senile changes and evidence of 
weight loss. There was epigastric tenderness but 
no other finding of significance. 

Laboratory findings: Red blood cells 4,600,000; 
hemoglobin 90. The stool was negative for occult 
blood. Gastric analysis revealed 58 units free 
hydrochloric acid and 78 units total acidity. The 
Wassermann was negative. 

Roentgenologic opinion: “Within the stomach is 
seen an oval filling defect approximately 5 x 4% 
cm. in diameter. This corresponds to a mass which 
is mobile. While’ a tumor having an unusually 
large pedicle might be considered, the findings, as 
a whole, suggest a bezoar.” 

Gastroscopic examination: The scope was passed 
to the third position to start the examination. On 
reaching the pars media, a brownish-black mass 
was observed half submerged in a greenish-gray 
mucoid pool. By movement of the scope the mass 
is displaced downward and as the patient’s posi- 
tion is shifted it assumes a location adjacent to 
the antrum and moves with deep respiration. The 
mucosa at the angulus is inflamed and swollen but 
no ulceration is seen. Diagnosis: Bezoar. 

Clinical course: A gastrotomy was successfully 
done, removing a phytobezoar measuring 4 x 7 cm. 
On the fourth postoperative day the patient de- 
veloped a pulmonary infarct and expired on the 
eleventh postoperative day. Pneumonitis super- 
imposed on a pulmonary infarct was the cause of 
death. 

COMMENT 

Gastroscopy confirmed the diagnosis of 
phytobezoar. Three other such cases are 
reported in the American literature. The 
patient had refused surgery prior to estab- 
lishment of the diagnosis by this procedure. 

CASE NO. 4 

F. D. G., a 63 year old Italian farmer, had had 
dyspepsia of only three months’ duration. His 
symptomatology was that of partial pyloric ob- 
struction. There was no weight loss. The physical 
examination revealed an epigastric mass with visi- 
ble peristaltic waves. 

Laboratory findings: 
hemoglobin 90. 


Red blood cells 4,900,000; 
Stool, positive for occult blood. 
Gastric analysis: Free hydrochloric acid 8 units, 
total acidity 58. The Wassermann was negative. 

Roentgenologic opinion: “In the pyloric segment 
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the lumen is narrowed to an irregular channel 
approximately 0.5 cm. in diameter and 6 cm. in 
length. The most proximal portion of this chan- 
nel exhibits niche formation on both the greater 
and lesser curvature sides. In the most distal por- 
tion an abnormal mucous membrane pattern can 
be followed. The pylorus is readily patent—the 
involved pyloric segment appears to be fixed. 
While the findings suggest a scirrhous type of 
carcinoma, the presence of mucous membrane, even 
though of distorted pattern, makes it impossible 
to rule out a benign lesion.” 

Gastroscopic examination: Pyloric segment 
easily visualized was definitely fixed. Peristalsis 
was absent; the pylorus was seen and remained 
stationary; the mucosa appeared edematous and 
pale. Knob-like projections with necrotic tips pro- 
truded into the lumen from the lesser curvature 
and posterior wall. The involvement extended back 
over the pyloric third of the stomach, giving the 
general impression of hills and valleys with mucosa 
intact. Diagnosis: Scirrhous carcinoma, operable. 

COMMENT 

Gastroscopically this was a type IV gas- 
tric carcinoma usually considered inoper- 
able. In this instance gastroscopy removed 
any doubt as to the nature of the lesion. 
Because of the limitation of the involve- 
ment to the pyloric third, resection was 
decided upon. 

CASE NO, 5 

A. M. is a 48 year old farmer, whose symptoma- 
tology dated back six months with the onset of 
epigastric pain, postprandial, with relief from 
alkali. The physical examination was essentially 
negative. 

Laboratory findings: Red blood cells 4,700,000; 
hemoglobin 85. Gastric analysis: 25 units free 
hydrochloric acid; 45 units total acid. The Wasser- 
mann was negative. Urine and stool, normal. 

Roentgenologic opinion: “Multiple large filling 
defects apparently involving the entire stomach. 
The largest are noted in the body of the stomach 
and in the pyloric segment. Active peristalsis 
traverses the entire stomach with the exception of 
the pyloric segment. The impression is that of a 
polypoid hyperplasia of the gastric mucosa with 
questionable malignant degeneration in the region 
of the pylorus.” 

Gastroscopic findings: Patient experienced some 
discomfort on distention of stomach. The angulus 
and antrum were visualized; the pylorus opened 
and closed but no sharp peristaltic waves were 
noted. The mucosa from the antrum to within 
5 em. of cardia was thrown into huge, inflamed, 
edematous folds with superficial ulcerations oc- 
casionally encountered; the mucosal folds in areas 
projected into the lumen and appeared polypoid 
with broad bases. Smaller red nodules were seen; 
grayish exudate was irregularly distributed be- 
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tween folds. Diagnosis: Superficial ulcerative 
gastritis; hyperplasia with polypoid formations, 
non-malignant at this time. 

Clinical course: Because of the generalized in- 
volvement, gastric resection was considered inad- 
visable. Under a medical regimen the patient be- 
came asymptomatic but repeated gastroscopy 
showed no essential change. 


COMMENT 
The unusual picture presented in this 
case has prompted careful observation. 
Realizing the hazard which might be en- 
countered surgically, the failure to show 
gastroscopic improvement, despite symp- 
tomatic relief, places this patient in the 
surgical group with poor prognosis. 
CONCLUSION 
Gastroscopy is a valuable supplementary 
diagnostic agent in the complete study of 
the patient suffering from diseases and 
disorders of the stomach. The value of 
this diagnostic procedure may be judged 
from the five cases reported in this paper. 
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DISCUSSION 

Dr. Alton Ochsner (New Orleans): Any visual 
diagnostic measure has value. Gastroscopy is one. 
I think Dr. Browne in his presentation has demon- 
strated what can be accomplished by this diagnos- 
tic method. I am glad he has emphasized the im- 
portance of gastroscopy in gastric hemorrhage. 
There is nothing more disconcerting than to oper- 
ate upon a patient with hemorrhage and find noth- 
ing but a widespread gastritis. We can now tell 
where the hemorrhage is coming from and what 
the lesions are. 

Gastroscopy is of value in many cases of ulcera- 
tion and malignant disease. Unfortunately, the 
gastroscope cannot always distinguish between a 
malignant and a benign lesion. There are certain 
rather classical manifestations but the final analy- 
sis can be made enly with a microscopic section. 
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One has only to see Dr. Browne do this pro- 
cedure, the ease and deft way he passes the gastro- 
scope and see what one can visualize in the stomach 
to realize fully the possibility of this instrument 
of precision. 


Dr. A. L. Levin (New Orleans): Gastroscopy, 
the non-surgical procedure of objectively exploring 
the interior of the stomach, has within the short 
space of five years been established and accepted 
throughout the world. 

My remarks are from personal observation of 
120 patients whom I have gastroscoped at Charity 
Hospital. We have simplified the technic, gained 
confidence in the instrument, obtained great satis- 
faction from its use and application, and can cheer- 
fully recommend it to both internist and surgeon, 
as a safe, simple and very valuable method to 
bring us closer to the solution of our difficult 
diagnostic gastric problems. The following case 
report will elucidate most satisfactorily our points 
of contention: 


A male patient above middle age was the victim 
of abdominal pain and its allied symptoms for 
over a year. There was complete disability from 
work on account of weakness, loss of weight and 
insomnia for months. He made the rounds of 
physicians’ offices and an x-ray of the gastro- 
intestinal tract was finally made, revealing the 
existence of a gastric ulcer on lesser curvature. 
The patient was put to bed for four weeks and 
fed on milk and powders with no relief of symp- 
toms whatsoever. I was asked to make a gastro- 
scopic examination and observed the following: A 
marked hypertrophy and induration of the entire 
antral mucosa; the pylorus was partially blocked 
by the indurated mucosa; loss of sphincterie func- 
tion, superficial erosions, marked anemia and in 
the pre-antral area I observed an indurated ulcera- 
tion bearing all the earmarks of malignancy. The 
gastroscopic opinion was “gastric carcinoma of 
antrum.” Immediate surgical intervention was 
advised. The operability was determined by the 
fact that from about the middle of the stomach 
towards the cardia, the mucosa looked nearer nor- 
mal. A resection was done by Dr. Alton Ochsner; 
the patient recovered and is well today. 

I have observed several such diagnostic errors. 
It must be remembered that the radiologist can 
only see on the radiogram a niche, a punched out 
area or a deformity. He cannot differentiate be- 
tween a malignant or benign or a benign deformity 
resulting from adhesions. The objective and the 
ocular of the gastroscope and the well-trained eye 
of the gastroscopist can recognize many lesions 
which cannot possibly be detected by the most ex- 
pert radiologist. We have observed numerous 
cases of submucosal hemorrhages, superficial ul- 
cers, multiple superficial ulcers; superficial, hyper- 
trophic, atrophic, and postoperative gastritis. A 
number of such patients were chronic sufferers, 
some with a typical history of ulcer. The x-ray 
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report, however, read “no lesions or pathology 
feund.” The gastroscopist and radiologist must 
collaborate and no Class ‘A’ hospital today can be 
considered complete without a gastroscopic service. 
True, the gastroscope still has deficiencies. We 
cannot always discover every bleeding spot or 
every ulcer, but I prefer to lay the blame often 
on the lack of essentials necessary for a perfect 
examination, namely, the proper table, trained 
assistants, position of patient and a dark room. 

And now, I can easily discuss the value and 
merit of this method to the surgeon. A surgeon 
who does gastric surgery for ulcer, malignancy, 
exploratory, or pyloric obstruction, will positively 
benefit greatly by preoperative gastroscopic ex- 
amination. He should not operate on a stomach 
involved in gastritis, atrophic or hypertrophic, or 
when submucosal hemorrhages are present, or 
multiple areas of hyperemia and superficial ero- 
sions. A gastroenterostomy in chronic gastritis 
tissue will reduce the patient to a life of misery 
and suffering. I have examined several such 
persons. Gastric surgery cannot be successful if 
the field of operation is pathologic. Finsterer’s 
idea of gastrectomy for peptic ulcer is based on 
the above contention. 

While on this subject of discussion, I wish to 
relate a most interesting case. I was called to 
do a gastroscopy on a patient at Charity Hospital 
with a history very suspicious of malignancy. The 
gastroscopic view was most interesting; the entire 
antrum and pre-antral area was edematous, in- 
durated, covered with purulent material, and in 
the center of it was a large deep ulcer, the base 
of which was of a deep brown color and the edges 
looked like cauliflower masses. My opinion was 
“a large carcinomatous ulcer.” Exploratory re- 
vealed a large perforated ulcer on anterior wall 
adherent to the under surface of the liver; the 
base of the ulcer seen by us was liver tissue. Gas- 
tric resection was done. The patient developed 
general peritonitis and died. Autopsy revealed a 
large phytobezoar in the fornix, firmly adherent 
and hidden from the eyes of both gastroscopist and 
and surgeon. 

Time does not permit me to dwell longer on this 
most important subject. Suffice it to conclude 
with a firm conviction that chronic gastric disease 
deserves the attention of the gastroenterologist, 
radiologist, gastroscopist and surgeon. 

Dr. Daniel N. Silverman (New Orleans): I am 
not here to dampen the enthusiasm in regard to 
gastroscopy; it is a valuable clinical method here 
to stay, but reading and listening to others con- 
cerning the diagnosis of diseases of the stomach 
with this method is often somewhat disconcerting. 


‘ These lesions we see localized in tumor formation 


much to our surprise are very often not malig- 
nant. In fact-at a meeting of the American Gas- 
trological Society in May, Schindler himself re- 
ported cases where x-ray, gastroscopic and surgi- 
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cal methods all revealed tumor of the stomach 
but proved to be cases of localized gastritis. 

The point of hemorrhage in the stomach mucous 
membrane brings back a statement made a quar- 
ter of a century ago; many cases of gastric hemor- 
rhages are gastric reactions in the stomach mem- 
brane. 

Dr. Ochsner brought out a very pertinent point. 
Those cases of hemorrhage with negative gastro- 
scopic findings and other negative findings are 
not infrequently the type of lesion described many 
years ago by the Germans, a form of hepatic dis- 
ease of early sclerosis, producing gastric hemor- 
rhage. A very large series of studies by Bulmer 
was recently puolished in the British Medical Jour- 
nal; out of 685 chronic cases of dyspepsia in 
which 146 were gastroscoped, 66 of these cases had 
gastritis. He states that we must get a long way 
from the appearance of the stomach mucosa to 
say that a case is one of chronic gastritis. 

Dr. Donovan C. Browne (In conclusion): I ap- 
preciate very much the liberal discussions, and 
especially the conservative note which has been 
stressed. It is through this attitude that a very 
valuable diagnostic procedure will find its true 
place. I was particularly struck by Dr. Ochsner’s 
remarks on gastric hemorrhage. Careful observa- 
tions are being made along this line, and we hope 
to give a. more comprehensive report in the near 
future. 





CHRONIC DUODENAL ILEUS 


WALTER CLAYTON McCOY 
NEW ORLEANS 


Chronic duodenal ileus as a clinical entity 
is frequently misdiagnosed or not consid- 
ered in cases of vague and obscure gastro- 
intestinal disorders. The condition may be 
defined as duodenal stasis resulting from 
either intrinsic or extrinsic obstruction to 


the duodenum. In order to clarify the 
clinical picture of this disease, first the his- 
tory of duodenal obstruction, then the eti- 
ology, and classification will be discussed; 
lastly, the incidence, signs, symptoms, 
roentgenographic findings, and diagnosis 
will be considered. One brief case report 
from the Hutchinson Memorial Clinic will 
be included in this study. 

There are many synonyms for chronic 
duodenal ileus. It is variously called ar- 
teriomesenteric compression, megaduoden- 
um, duodenal stasis, chronic intermittent 
duodenal obstruction, and gastromesenteric 
ileus. 
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HISTORY OF DUODENAL OBSTRUCTION 

Obstructions of the duodenum have an 
interesting history. The earliest article in 
the literature was written by Boernerus’ in 
1752. In 1820 Yeats** recognized the pos- 
sibility that obstruction of the duodenum 
might be produced by the transverse colon, 
and he also discussed the symptomatology 
of this condition. Guyot,** in 1829, reported 
a case of congenital obstruction of the duo- 
denum. The first American report was 
made by an Alabama doctor, Anderson,’ in 
1848. Rokitansky,” in 1849, suggested that 
acute dilatation of the stomach is due to 
compression of the duodenum by the root 
of the mesentery. Bernheim-Karrer,’ in 
1904, was the first to describe arterio- 
mesenteric compression as an extrinsic 
cause of duodenal obstruction in an infant. 
Ochsner*' described a duodenal sphincter 
in the second part of the duodenum below 
the ampulla to which he attributed much 
of the duodenal pathology (1908). Ochs- 
ner’s work was doubted, however, by 
Boothby and others®’. Barker’ first sug- 
gested the possibility of duodenojejunosto- 
my as a surgical method of treatment. 
Bloodgood® published his report of a fatal 
case in 1907 and also suggested duodeno- 
jejunostomy. Stavely,*’ following Blood- 
good’s suggestion, performed a duodeno- 
jejunostomy successfully on a patient hav- 
ing chronic duodenal ileus in 1907, but did 
not publish the case till 1910. Conner" 
collected 102 cases of duodenal obstruction 
in 1907; by his experiments on cadavers 
he demonstrated that traction on the mes- 
entery was capable of causing obstruction. 
ETIOLOGY OF DUODENAL 
About a score of conditions have been de- 
scribed which are capable of causing duo- 
denal obstruction. By far the most frequent 
cause is arteriomesenteric compression. 
Other conditions found in the literature 
are: Aneurysm of the abdominal aor- 
ta; * ** °° inflamed lymph nodes ;*’ tubercu- 
lous lymph glands;'* *: * congenital nar- 
rowing ;** **- * congenital atresia;'* incom- 
plete or abnormal rotation of the gut;'* ** 
kinking ;** blood clot;** contracting simple 
ulcer ;**¥ accessory hepato-duodeno-colic 
bands ;*' adhesions about the gallbladder ;** 
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peritonitis;** peritoneal bands;'’*  sec- 
ondary to chronic cholecystitis with chole- 
cystoduodenal fistula ;° adenocarcinoma of 
the duodenum;*? epidermoid carcinoma of 
the gallbladder with extension around the 
duodenum ;'* metastatic tumor in the second 
part ;*° carcinoma of the pancreas invading 
the duodenum.*® Most numerous instances 
of obstruction are assigned to arteriomesen- 
teric compression. This type has been de- 
scribed by many observers.®*: 11: 14 17) 20, 22, 
24-26, 28-39, 42, 52 

While it is readily understood how such 
conditions as enlarged lymph nodes, tu- 
mors, stenosis, adhesions, and other ob- 
structions may cause duodenal stasis, 
perhaps a few notes on why arteriomesen- 
teric compression causes ileus are in order. 
In an interesting anatomic study, Dwight*' 
made wax casts of many duodena. The 


casts showed varying degrees of constric- 
tion at the end of the first, second, and 
notably the third portion; in the third part 
he usually noted a groove posteriorly from 
the pressure of the vertebral column and 


a notch anteriorly where the vessels and 
mesentery cross. Conner,'’ in a series of 
experiments on cadavers, demonstrated 
that arteriomesenteric pressure could pro- 
duce obstruction. There is an increased 
possibility of compression in the asthenic, 
visceroptotic individual. Codman* believed 
the altered relation of the viscera oc- 
casioned by man’s upright posture was a 
factor; he showed how the anatomic ar- 
rangement is impaired by the erect position 
of man. Wilkie emphasized the importance 
of traction on the mesentery in the viscer- 
optotic individual with loss of the support- 
ing fat and with defects of posture,**—all 
three factors tending to increase the like- 
lihood of arteriomesenteric compression of 
the duodenum. 

CLASSIFICATION OF DUODENAL OBSTRUCTIONS 

There is very little agreement in the 
literature regarding classification. One 
soon gains the impression that each writer 
is dissatisfied with existing systems and 
must perforce divulge yet another new 
classification. Were we to restrict the term 
chronic duodenal ileus as resulting only 
from arteriomesenteric compression of the 


565 


transverse part of the duodenum by the 
mesentery of the small intestine and its 
vessels as does Jones,** all would be easy. 
Unfortunately for the classifiers, other con- 
ditions such as have been mentioned also 
give symptoms of duodenal obstruction; all 
conditions which may cause the stasis must 
be, therefore, included. 

Initial division of the types of duodenal 
obstruction into congenital and acquired is 
made by Stenson** and McGehee.** Came- 
ron’ divides obstructions into those caused 
by intrinsic factors and those caused by 
extrinsic factors. Krass** has two general 
classes: adynamic duodenal ileus and dy- 
namic chronic duodenal ileus; Kellogg and 
Kellogg*' described four types of duodenal 
change. Judd and Puestow’’ list four 
classes, while Farrington”? has six main di- 
visions. To me, the simplest and most in- 
telligible classification is that based on the 
anatomic differentiation of intrinsic le- 
sions, such as stenosis, neoplasms affecting 
the duodenum; and extrinsic lesions, such 
as arteriomesenteric compression and ad- 
hesions. 

INCIDENCE OF CHRONIC DUODENAL ILEUS 

The incidence of chronic duodenal ileus 
is quite variable, but all figures agree that 
the disease is comparatively rare. In the 
years before duodenal stasis was a recog- 
nized disease entity, Perry reported 17 
cases of duodenal obstruction out of 17,652 
autopsies at Guy’s Hospital** in the years 
1826-1892. Krass found three sets of fig- 
ures from different workers: One gave 15 
cases of 30,000 admissions; 0.6 per cent in 
a second investigator’s findings; and one 
reported 5 per cent of 1,754 patients.** 
From 1932 to 1940 in the Hutchinson Me- 
morial Clinic at Tulane University, 10 out 
of nearly 18,000 admissions were so diag- 
nosed. In the Charity Hospital at New Or- 
leans, I was able to find only three cases 
reported in over 200,000 admissions since 
1936. Shattuck and Imboden* found four 
times as many females as males in their 
series. 

SYMPTOMS OF CHRONIC DUODENAL ILEUS 

There is no one set of symptoms pathog- 
nomonic of chronic duodenal ileus. The 
earliest symptoms are often associated with 
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indefinite and periodic indigestion, with 
feelings of distention, rumbling, and gas- 
eous eructations. Nervous symptoms, head- 
ache are usually present.*? Anorexia may 
be an early complaint.** ** So at best, the 
clinical picture in the early cases is vague 
and indefinite. 

Later, there are symptoms of obstruc- 
tion with intermittent bilious vomiting, 
which may be associated with pain about 
or below the umbilicus; the pain may even 
radiate to the flanks and simulate a Dietl’s 
crisis.** Just as in many cases of gallblad- 
der disease, epigastric fullness and flatu- 
lence may be observed by the patient, es- 
pecially after meals.* * “:°* The abdomi- 
nal pain and vomiting are fairly constant 
findings. There may be periodic bouts of 
these symptoms occurring every one to five 
weeks for one or two days at a time.* °° 
Vomiting often relieves the pain, headache, 
and other symptoms. 

Patients frequently date their first at- 
tack to childhood**: **:*? and between the 
ages of eight and fourteen the attacks clear 
up and the patients are free from symp- 
toms till some illness, pregnancy, influenza, 
worry, or unusual exertion occurs and the 
complaints reappear. Miller and Gage be- 
lieve that the patients are usually free from 
symptoms in late childhood and adoles- 
cence, possibly due in some way to a lessen- 
ing of the constriction of the duodeno- 
jejunal flexure by the growth of the child ;** 
these authors, however, are not so clear as 
to why the symptoms reappear. 

In one unusual case reported by Patter- 
son,*? patient found she could press from 
the right costal arch across upper abdominal 
region from right to left and could milk 
out the duodenal contents; she could hear 
the gurgling as the contents passed, and 
it relieved her pain. 

Often patients experience relief by lying 
on the abdomen or in the knee-chest posi- 
tion.* ** *. °* Some degree of nervousness 
is almost invariably noted; patients are 
often labeled neurasthenics** or psychoneu- 
rotics.*: ** # 

SIGNS OF CHRONIC DUODENAL ILEUS 

The signs are but little, if any, more 

satisfactory than the symptoms. The pa- 
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tients are usually visceroptotic and of 
an asthenic habitus.* ** 4% °* Occasionally 
splashing and gurgling may be elicited in 
the duodenum.**: ** Definite abdominal ten- 
derness at, or near, the umbilicus is often 
noted ;** reverse peristalsis in the abdomen 
has been described. *®° The stomach may 
appear enlarged, like a blown up balloon, 
and palpable.* ** The signs, therefore, may 
be only suggestive. 

ROENTGENOGRAPHIC STUDIES IN CASES OF 

CHRONIC DUODENAL ILEUS 

Roentgenographic studies in the majority 
of cases will reveal an enlarged duodenum ; 
but if the patient is free from attacks, no 
x-ray evidence will be found.*? Puddling 
and stasis are observed.** Reverse peristal- 
sis may be noted in the enlarged duodenum 
and is considered conclusive evidence by 
Rowlands.** Writhing, twisting, and dilata- 
tion of the duodenum with deformity or 
angulation of the shadow are believed to 
be diagnostic by Shattuck and Imboden.*° 
Bloom and Arens,* and Case,’° however, 
doubt the radiographic evidence based on 
the criteria of Shattuck and Imboden, de- 
claring that chronic duodenal ileus is very 
rare. Sturtevant recently (1939) again 
cast grave doubt on a roentgenographic 
diagnosis based on antiperistalsis, writhing 
duodenum, and duodenal delay; he pre- 
sented two cases which showed such find- 
ings; one a case of liver necrosis, the other 
a case of ulcerative colitis.c® Sturtevant 
also believed that this duodenal ileus is a 
very rare condition and the usual x-ray 


findings should be accepted with care. 
DIAGNOSIS, COMPLICATIONS, AND DIFFERENTIAL 
DIAGNOSIS 


The diagnosis is based on the symptoms, 
signs, and x-ray findings of duodenal 
dilatation. The only absolutely positive 
diagnosis is based on direct visualization 
after surgical exploration of the abdomen.” 

Complications frequently described are 
gastric or duodenal ulcers ;** ** gallbladder 
disease may often be present. 

Differential diagnosis should include 
gallbladder disease, peptic ulcer, recurrent 
appendicitis, and recurrent volvulus of the 
cecum; in the infant, hypertrophic pyloric 
stenosis should also be considered ; one may 
include hysterical vomiting.** ** Cholecys- 
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tographic studies will help differentiate 
gallbladder disease, but it is well to know 
that both conditions may be present. Roent- 
genographic studies of the gastrointestinal 
tract will eliminate or confirm, usually, the 
diagnosis of peptic ulcers, whether of the 
stomach or duodenum. Negative x-ray 
studies will aid in eliminating a diagnosis 
of chronic duodenal ileus in cases of hys- 
terical vomiting, just as certain positive 
x-ray findings will aid in diagnosing con- 
genital hypertrophic pyloric stenosis. Re- 
current appendicitis may have associated 
systemic reactions or localizing signs to aid 
in differentiation. Recurrent volvulus of 
the cecum may be diagnosed by barium 
enema. 
TREATMENT 

Treatment is medical or surgical. Medi- 
cal treatment, which should always be tried 
first, consists of various methods directed 
towards overcoming the stasis. Postural 
drainage, with elevation of the foot of the 
bed while sleeping, rest in a similar position 
for about an hour after meals are recom- 
mended.** *° Dietetic measures, directed to 
increasing the body weight by a high 
caloric diet, are advocated.** *° The knee- 
chest position, especially after meals, gives 
many relief. Exercises to strengthen the 
abdominal muscles, mineral oil with agar 
or cascara, mental hygiene, and the use of 
abdominal belts are helpful adjunct 
Miller*® believes that the object of treat- 
ment is two-fold: To prevent gastric ac- 
cumulation and distention by lavage; and 
to give easily digested food at proper in- 
tervals. 

The indications for surgical treatment 
according to Mullen are: First, uncon- 
trolled indigestion for many years; second, 
progressive loss of weight and strength; 
third, pronounced dilatation and stasis in 
the duodenum as shown by x-rays; fourth, 
progressive psychoneurosis which follows 
the onset of digestive symptoms; fifth, 
when the condition is found in the young, 
not including infancy and childhood; and 
sixth, whenever pain is a constant and 
prominent symptom.*° 

The type of operation which should be 
done depends upon what factor is responsi- 
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ble for the duodenal stasis. Obviously, ad- 
hesions must be treated differently from 
tuberculous lymph nodes; but chiefly we 
are concerned with relief of chronic ileus 
due to arteriomesenteric compression. In 
the latter condition the object is to short- 
circuit the intestinal contents about the 
area of obstruction. Many operations have 
been tried, such as suspension of the cecum, 
gastroenterostomy, and duodenojejunosto- 
my. Of all operations, the one most suc- 
cessful is duodenojejunostomy ; this opera- 
tion has been described by numerous 
investigators.* +": *°: +* 47 The results seem 
very encouraging. Wilkie’? reports on 55 
cases with 23 cured, 11 improved, 12 slight- 
ly improved, and only nine with little or 
no improvement; he found best results 
when there was definite x-ray evidence of 
stasis. The operation, Wilkie insists, is 
only an incident to the treatment and suit- 
able abdominal belts, postural, and dietetic 
measures should be continued. Cathey’® 
noted that 58 duodenojejunostomies were 
reported up to 1921 with no operative 
deaths. 
CASE REPORT 

R. W., a 52-year old white female, a missionary, 
came to the Hutchinson Memorial Clinic on October 
4, 1932, complaining of headache and a tumor in 
the left upper part of her abdomen. The patient 
began having headaches two years ago; these head- 
aches come on two or three times a week and last 
about 24 hours. In the past six months she has lost 
17 pounds. The patient says she does not like 
sweets and she avoids fried foods. If she eats fried 
foods, or other foods which disagree with her, she 
vomits within thirty minutes; she observed that the 
food she vomits tastes about the same way it did 
when she ate it. She has been constipated nearly 
all her life. The patient had a tumor excised from 
her left shoulder 14 years ago, but it recurred the 
next year and has grown slowly in size since then. 
The tumor in her abdomen began growing several 
years ago; she does not recall when she first ob- 
served the abdominal tumor. 

The patient has been in fair health most of her 
life; she had the usual childhood diseases. At 12 
she had typhoid fever; there were no complications. 
At the age of 20 she began teaching; at 30 she 
began doing missionary work, and for the last 
seven years she has been in Mexico. 

Physical examination: Pulse 80, respiration 17, 
temperature 98.4°, blood pressure 116/68. The pa- 
tient is a visceroptotic individual of asthenic habi- 
tus; weight is 126 pounds. A soft tumor, 6 x 11 x 2 
centimeters, is noted on the left shoulder; another 
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such tumor is in the left hypochondrium and meas- 
ures 6.5 centimeters in diameter; both are fixed 
to the subcutaneous tissue and transilluminate 
light poorly. Examination of the chest reveals fine 
rales in the left apex; the heart does not appear 
to be enlarged and no murmurs are heard. There 
are two areas of abdominal tenderness, one in the 
upper right quadrant over the gallbladder area 
and the other area of tenderness is over the sigmoid 
flexure. 

Laboratory examinations revealed no abnormal 
blood or urine findings; the Wassermann reaction 
was negative. Stool was examined on three oc- 
casions and on one examination Endolimax nana 
was found. Gastric analysis disclosed an achlorhy- 
dria. 

Roentgenographic studies of the gastrointestinal 
tract on October 13, 1932, revealed the following: 
Stomach is small and there is no demonstrable 
pathology. The duodenal bulb is large when re- 
laxed; the second portion is considerably dilated, 
being approximately three times the average size; 
the mucosal folds are still preserved. In the sec- 
ond portion, about two inches beyond the bulb, is a 
projection which strongly suggests that the duo- 
denum is pulled at this point by adhesions. Barium 
enema on October 20, 1932, showed a fuzzy outline 
in the cecum and ascending colon “very sugges- 
tive of amebic dysentery.” Cholecystography (on 
October 19, 1932) revealed that the gallbladder was 
visible; however it filled poorly, the concentra- 
tion was inadequate, and the radiologist believed 
the cholecystogram was indicative of gallbladder 
pathology. 

Clinical course: The patient was admitted to 
Touro Infirmary on October 13, 1932, for observa- 
tion, radiologic studies, and for the removal of 
the tumors. Following the x-ray work, she was 
operated on by Dr. Alton Ochsner (October 25, 
1932) and the tumors, which proved to be lipomata, 
were excised under local analgesia; the patient left 
the hospital on the day of operation. She returned 
to the Hutchinson Clinic for continued treatment; 
the incisions healed uneventfully. In so far as her 
duodenal stasis was considered to be responsible to 
a large extent for her headaches and abdominal 
tenderness and for her vague gastrointestinal 
symptoms, the patient was advised to eat more, to 
sleep in a bed with the foot elevated, and to lie 
down for an hour after each meal. When the 
patient was examined on November 2, 1932, she 
had gained seven pounds and was having less 
severe headaches. She reported that she was feel- 
ing better on November 9. The patient was last 
seen on November 14; her incisions had healed; she 
complained of only occasional headaches; said she 
felt fine. Soon after her last visit she moved 
to Kentucky and no further record of her was 
obtained. 


COMMENT 
This patient shows concomitant gallblad- 
der disease and duodenal stasis. The cause 
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for the stasis is not entirely clear, but ap- 
pears to be the result of arteriomesenteric 
compression. The patient does not present 
a typical case, but the visceroptosis, the 
asthenic habitus, the relief of symptoms by 
lying with the foot of the bed elevated are 
fairly typical—suggestive to say the least. 
The roentgenographic findings, coupled 
with the signs and symptoms, yield the 
diagnosis of chronic duodenal ileus. The re- 
lief of symptoms by medical treatment is 
very important, and it is well to emphasize 
again that surgery should never be at- 
tempted till adequate medical therapy has 
been attempted. 
CONCLUSIONS 

1. Chronic duodenal ileus is a definite 
clinical entity. 

2. The condition is relatively rare. 

3. The commonest cause of chronic duo- 
denal ileus is arteriomesenteric compres- 
sion. 

4. This disease should be considered in 
patients who have obscure gastrointestinal 
symptoms, especially when these persons 
are asthenic and visceroptotic. 

5. No single clinical observation is diag- 
nostic positively, except visualization at 
operation, but certain x-ray M@ndings are 
highly suggestive. 

6. Treatment is medical at first; when 
this fails, treatment is surgical. 

7. The operation of choice in cases due 
to arteriomesenteric compression is duo- 
denojejunostomy. 
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That osteomyelitis is the scourge of sur- 
gical practice and the nemesis even to the 
best of surgeons, is by no means a misstate- 
ment of fact. 

Haden and Orr, Baer and others have 
given the profession effective weapons with 
which to cause restitution of bone tissue, 
after the ravages of osteomyelitis have 
caused profound impairment of the osseous 
site of inflammation. However, the inesti- 
mable damage to parenchymatous organs, 
which have been severely impaired during 
the course of the disease, is permanent. 

The fact that the treatment of chronic 
osteomyelitis has become standardized on 
unsurgical, though generally effective 
methods, should be an incentive for the ad- 
dition of more general or specific informa- 
tion, which will make possible the early 
diagnosis of this disease, that is the recog- 
nition of osteomyelitis in the acute stage. 
It is with this intent that this modest con- 
tribution is made. 


sixtieth 
Medical 


*Scheduled to have been read at the 
annual meeting of the Louisiana State 
Society, Alexandria, April 26, 1939. 
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DIAGNOSIS 

There is no more difficult diagnosis to 
make than that of acute osteomyelitis; and 
to obtain the best results it is imperative 
that operation be done while the disease is 
still in the acute stage. In this respect, 
there is rigid concurrence in the opinions of 
those of experience. It is not possible to 
estimate the duration of the acute process 
in measures of time, or extent of involve- 
ment. This difficulty, certainly, is the re- 
sult of the variation in the virulence of the 
infection and the resistance of the host. 
Nevertheless, if osteotomy is done within 
the first few hours after the onset of the 
disease, and before its extension further 
than the inner layers of the bone cortex, an 
extensive pathologic process is usually 
avoided. The morbidity of the disease in 
such cases is but little greater than that 
occurring as the result of a furuncle of con- 
siderable size. 


From this stage, during which osteotomy 
promises complete and permanent repair, 
the disease rapidly progresses to the stage 
of chronicity. The diagnosis is then made 
with relative ease, because, as the infection 
extends throughout the bone and lifts the 
periosteum, the clinical manifestations are 
conclusive and may be further corroborated 
by radiographic evidence. The latter is 
never of any value in attempting to recog- 
nize the disease in the acute stage. 

The clinical manifestations and results of 
chronic osteomyelitis need no amplification 
for one who has had even the slightest ex- 
perience with treating patients so affected. 
The foul, constant pus-draining wounds, the 
sinuses persisting over a period of years, 
the permanent crippling effects, not to 
speak of the exhaustive toxic process as- 
sociated with systemic febrile attacks re- 
sulting in permanent scarring effect of the 
parenchymatous organs, are sources of irri- 
tation and spiritual pain to the attending 
physician. The multiplicity of the areas af- 
fected is not rare in occurrence and leads to 
more devastating and disparaging conse- 
quences. 

Osteomyelitis occurs most frequently in 
that portion of the bone nearest the epiphy- 
ses, because in this location are found the 
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finer capillaries through which blood-borne 
bacteria find their way into the cancellous 
tissue. In regard to the particular bone in- 
volved we find that it is more or less univer- 
sally agreed that the proximal end of the 
tibia is most frequently attacked, then the 
distal end of the femur, the distal ends of 
the tibia and fibula, the proximal end of the 
humerus, the distal end of the radius, the 
distal end of the humerus and the proximal 
end of the femur, in the order given. Thus 
we learn that the upper end of the femur is 
less frequently involved than any of the 
areas usually attacked by this disease. 
INVOLVEMENT OF THE FEMUR 

During my residency at Charity Hospital 
in New Orleans, I treated cases of osteo- 
myelitis of the neck of the femur, and each 
one of these patients presented certain clin- 
ical signs of such constancy that I have felt 
that it is incumbent upon me to report the 
same. I do not intend to convey the impres- 
sion that every case of osteomyelitis of the 
neck of the femur will present these par- 
ticular signs. I found, however, that in 
every case in which these clinical phenom- 
ena were observed, osteomyelitis proved by 
osteotomy was present. Moreover, the signs 
were present early in the disease and in 
three of my cases it was possible to termi- 
nate the process before it had advanced be- 
yond the acute stage. I was impressed with 
the fact that all of these patients were 
treated from one to 16 days after the onset, 
and yet, the chronicity usually attendant 
upon cases of osteomyelitis of similar hours’ 
duration did not result in most of these 
cases. 

As will be observed on reviewing the 
briefs of my cases, all of the patients com- 
plained of very severe pain at one point. If, 
as in cases 1 and 3, the infection was exten- 
sive, there was tenderness on pressure made 
over other portions of the bone, the point 
of maximum tenderness being just below 
the inguinal ligament over the neck of the 
femur. The histories of these patients en- 
abled me to determine that that point was 
the site of the earliest pain. The other pa- 
tients presented no other points of tender- 
ness, and osteotomy resulted in termination 
of the illness and a short convalescence. 
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The next most important sign was the 
fixation of both hip and knee joints with 
the thigh flexed on the abdomen and the 
leg flexed on the thigh. This latter de- 
formity is, of course, observed in other 
acute clinical entities. However, I feel that 
the simultaneous occurrence of these two 
signs, in the absence of evidence pointing 
to the more common clinical entities, justi- 
fies an emergency osteotomy of the femoral 
neck. 

Another important clinical phenomenon 
that was recognized in these cases was that 
slight movement of the hip joint could be 
accomplished without causing the patient to 
complain of pain. 

TREATMENT 

The treatment of osteomyelitis of the 
neck of the femur is the same as that for a 
similar condition elsewhere. I use the lat- 
eral approach because of the dangers of at- 
tempting any other. The incision begins 
just below the great trochanter and extends 
four to six inches down the thigh. The 
muscles are divided, the periosteum exposed 
and incised, the first drill hole is begun by 
directing the drill upward and medially, 
entering the marrow cavity as near to the 
level of the capsule of the hip joint as is 
possible. Other drill holes are made down 
the shaft of the bone as are indicated, ac- 
cording to the extent of the existing patho- 
logic process. 

The important result of this work is the 
aid it lends in the diagnosis of osteomye- 
litis of the neck of the femur. More im- 
portant is the fact that all of these patients 
were children with ages ranging from 18 
months to 13 years. The 13 year old pa- 
tient could understand no English, so his- 
tory becomes a more or less irrelevant con- 
sideration in handling these patients. The 
surgeon must exercise his judgment on the 
basis of physical signs alone. 

Case one was the first of my series and 
stands as a martyr to the cause. Eventually 
resection of the head and neck of the femur 
Was necessary and, though these were re- 
generated in a crude form, the patient is 
progressing through adolescence with one 
leg gradually outgrowing the other. Case 
two died of septicemia which was imminent 
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when the patient was admitted to the hos- 
pital. The seventh case was one compli- 
cated by osteomyelitis primarily in the os 
calcis of the opposite leg, and septicemia. 
Resection of the head of the femur was done 
later. 
CASE REPORT NO. 1 
I. N., a white female, 13 years of age, was ad- 
mitted to the hospital complaining of pain in the 
region of the right femoral ring, the temperature 
was 104° F. The illness began suddenly two days 
before admission, and the temperature the day 
before admission was 103° F. When first ex- 
amined in the hospital there was some swelling 
about the right hip joint. The thigh was flexed 
on the abdomen, the leg was flexed on the thigh. 
Slight movements of the hip joint could be ac- 
complished without causing pain. No tenderness 
was elicited on pressure over the great trochanter 
or lateral aspect of the shaft of the femur. Pres- 
sure over the femur just below the inguinal liga- 
ment in the midline of the thigh caused the patient 
to complain of excruciating pain. Total white 
blood cell count 15,900, neutrophils 85 per cent. 
Roentgenologic examination showed a marked de- 
structive process throughout the femur. At this 
time there was tenderness on pressure over the 
trochanter and shaft of the bone. Osteotomy dis- 
closed an extensive osteomyelitis of the femur with 
extreme softening of bone in the region of the 
neck. At a later date resection of the upper end 
of the femur was done to effect better drainage. 
CASE REPORT NO. 2 
O. W., a colored female, 7 years of age, was 
admitted to the hospital complaining of pain in 
the left thigh and high fever, four days’ duration. 
The temperature was 104° F. on admission. On 
examination it was learned that there was tender- 
ness on pressure along the entire extent of the 
femur. The left thigh was flexed on the abdomen 
and the leg was flexed on the thigh. Slight move- 
ment of the hip joint could be accomplished with- 
out causing pain. There was excruciating tender- 
ness on pressure over a point just below the in- 
guinal ligament in the region of the neck of the 
femur. The total white blood cell count was 21,500, 
with neutrophils 86 per cent. Osteotomy in this 
case revealed an advanced osteomyelitis of the 
femur with the pathology particularly marked in 
the region of the neck. 
CASE REPORT NO. 3 
C. A., a white female, 18 months of age, was ad- 
mitted to the hospital with the history of having 
cried for four days from pressure on, or move- 
ment of, the right thigh. Extreme tenderness was 
elicited on pressure over the femur, just below the 
inguinal ligament. Movement of right hip joint 
caused very little pain. The thigh was flexed on 
the abdomen and the leg was flexed on the thigh. 
There was some swelling about the hip joint and 
upper thigh. On the day of admission the tem- 
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perature was 104° F., and that night it was 106° 
F. The total white blood cell count was 13,600 and 
the neutrophils 83 per cent. Osteotomy was done, 
sanguino-purulent fluid was drained from beneath 
the periosteum and soft bone was encountered on 
drilling the cortex of the bone. 
CASE REPORT NO. 4 
D. G., a white male, 5 years of age, was ad- 
mitted to the hospital with the history of falling 
over a peg, which caused a blow to his right fem- 
oral region, four days before admission. He had 
complained of pain in the upper right thigh since 
the time of the injury, and the temperature had 
been elevated. There was no tenderness on pres- 
sure over the femur at any point, except when 
pressure was made over the neck of the femur 
just below the inguinal ligament. The right thigh 
was flexed on the abdomen and the leg was flexed 
on the thigh, the temperature was 102° F. Roent- 
genologic examination offered no assistance in 
making the diagnosis. The total white blood cell 
count was 16,000 and the neutrophils 71 per cent. 
Osteotomy was done and the bony structure of 
the neck of the femur was found markedly soft- 
ened. A purulent fluid under pressure exuded 
from the marrow cavity. 
CASE REPORT NO. 5 
V. A., a white female, 11 years of age, was ad- 
mitted to the hospital complaining of pain in the 
right hip of 13 days’ duration. She was standing 
and reaching when the pain began in the upper 
part of the right thigh. The thigh was flexed on 
the abdomen and the leg was flexed on the thigh. 
Tenderness on pressure over the upper one-third 
of the thigh was elicited. Passive motion of the 
hip joint could be accomplished without causing 
pain. The temperature was 102° F. on admis- 
sion. The total white blood cell count was 8,000, 
neutrophils 78 per cent. Osteotomy was done; 
subperiosteal abscess and osteomyelitis, localized 
in the neck of the femur, was recognized. 
CASE REPORT NO. 6 
A. L., a white female, 6 years of age, was ad- 
mitted to the hospital complaining of inability to 
walk; duration 24 hours. There was tenderness 
in the lower right abdomen, thigh and leg. The 
typical point of tenderness and fixation of the 
leg and thigh were noticed on physical examina- 
tion. X-ray examination revealed no pathology. 
Total white cell count was 10,600 with 69 per cent 
neutrophils. Osteotomy was done in this case, the 
periosteum peeled away readily and there was an 
abnormal amount of bleeding encountered as a 
result. The bone was drilled in the region of the 
femoral neck and less resistance than usual was 
encountered; the bloody contents of the marrow 
cavity fairly bulged out of the drill holes, due to 
pressure within the marrow cavity. 
CASE REPORT NO, 7 
A seventh case presented with development of 
the point of tenderness in the region of the fem- 
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oral neck, and the fixation of the thigh and leg in 
the position already described. There already ex- 
isted an osteomyelitis of four weeks’ duration in 
the right os calcis, and a Staphylococcus aureus 
septicemia. Signs of osteomyelitis were found on 
osteotomy of the neck of the left femur. Four 
months later this patient was readmitted with a 
draining sinus and the head and neck of the femur 
were resected. 
SUMMARY 


This series of cases is small in number, 
and there is no conclusion to be drawn re- 
lating to the superior effect of any one 
form of treatment in obtaining a decrease 
in the morbidity or mortality. I have merely 
attempted to call your attention to a diag- 
nostic sign, which has helped me in a num- 
ber of cases, to make an earlier diagnosis 
of osteomyelitis in this location. 

All of the cases presented were slower in 
developing necrotic bone changes, the blood 
counts were lower, and the elevation in 
temperature was not so great as found in 
osteomyelitis elsewhere in the body. The 
symptoms, especially pain and the degree 
of toxemia existing, were severe, being 
greatly out of proportion to the other evi- 
dences of disease mentioned above. 

To claim that osteomyelitis of the neck of 
the femur can be positively identified by 
recognizing the points of tenderness and 
the usual flexion deformity that occurs in 
the above description would be ridiculous. 
I recently explored the neck of the femur in 
a child of 12 years of age, and later dis- 
covered that the osteomyelitis existed in the 
acetabulum. This patient presented almost 


the identical history and physical and 
laboratory signs as the cases outlined 
above. 





DELIVERY OF THE BREECH* 


GEORGE A. MAYER, M. D. 
New ORLEANS 


It is a well-known fact, and well sub- 
stantiated by figures, that the danger to 
the child presenting by the breech is great- 
er than one presenting by the vertex. Pier- 
son,' of Sloane Maternity, reported a 





*Read before the sixtieth annual meeting of the 
Louisiana State Medical Society, Alexandria, April 
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corrected fetal mortality of 12 per cent; 
Caldwell and Studdiford,? 11.1 per cent; 
Lapham,’ operative 8.7 per cent; Taussig,* 
of St. Louis, gives 11.6 per cent; Mohler,’ 
5.5 per cent and McGuinness® found 19.8 
per cent. The full term child presented itself 
for delivery with the breech as the present- 
ing part in 2.8 per cent of the deliveries at 
Charity Hospital in the last three years. 
Appreciating the fact that there is a great- 
er fetal danger, E. L. King, chief of staff, 
has formulated certain regulations: 

1. Careful clinical study and accurate 
pelvimetry. 

2. External version attempted with cau- 
tion and gentleness. 

3. Estimating with all means possible 
the size of the fetus in relation to the ma- 
ternal pelvis. 

4. Restriction of vaginal examinations 
for fear of rupturing the membranes pre- 
maturely. 

5. A member of the staff is notified of 
all breech cases in labor so that the proper 
type of delivery may be chosen. 

TYPES OF BREECH PRESENTATION 

The management detailed will pertain 
to cases of breech presentation in primi- 
paras or multiparas with normal pelves 
and soft parts, and with average sized 
fetuses. Depending on the attitude or pos- 
ture of the child, we find: 1. Complete, 
double or full breech, the buttocks with the 
feet alongside them, presenting at the in- 
ternal os; 2. (a) incomplete breech, the 
legs extended against the trunk and the 
feet near the face; (b) single or double 
footling; (c) one or both knees presenting. 
It must not be forgotten that there is little 
variation in the mechanism of labor as it 
is the same whether complete breech pre- 
sents or there is an error of attitude as a 
footling or single breech. Even in the 
primipara, the breech remains high up un- 
til labor is quite well advanced, often until 
dilatation of the cervix is completed and 
the bag of waters ruptured. 

Many breeches are delivered in the 
homes by the general practitioner and in- 
dividual obstetricians. It would not be fair 
to propose to them to treat such cases by 
radical methods such as elimination of the 
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second stage by proceeding with breech ex- 
traction in all cases upon completion of 
cervical dilatation. Sherman’ emphasizes 
this in saying: ‘‘What should be taught is 
how properly to handle a breech when con- 
fronted with one and how to make the 
presentation a less difficult one.’’ Polak ad- 
vocates “let her push and you guide” ; while 
Caldwell and Studdiford say “hands off as 
long as labor is advancing.” I believe in 
close observation, patience and when inter- 
fering, to ‘“‘make haste slowly.” The pa- 
tient should be told that her child will be 
born “foot first.” Most women will wel- 
come an explanation and bear the ordeal 
better. 
TECHNIC OF DELIVERY 

Labor having been definitely established, 
analgesia is produced with an initial dose 
of sodium amytal, grains 3, or nembutal, 
grains 4, and scopolamine, grain 1/200, or 
a small dose of morphine if there are no 
contraindications. A supplementary dose 
may be necessary later, but the patient 
must be able to bear down when requested 
to without being disoriented. The progress 
of the labor is followed, recording the fetal 
heart beats as to rate and character, as 
well as by keeping the maternal resistance 
as normal as possible. The bladder is 
catheterized when distended and also just 
before delivery. Only rectal examinations 
are made but when definite information is 
desired, a careful vaginal exploration is 
necessary. Timing one’s steps is quite es- 
sential for a smooth delivery. When the 
breech is near the vulva, gas-oxygen anes- 
thesia is begun (40 per cent nitrous oxide 
and 60 per cent oxygen). This is given more 
for reassurance, as the expulsive forces 
must not be modified. The perineum is 
“ironed out” with the aid of soap in multi- 
paras and to a lesser degree in primiparas. 
The rectum is emptied with the hand in the 
vagina, and the vulva again flushed with 
water. A clean pad is placed under the 
buttocks. An episiotomy is now in order, 
and is done in all primiparas and some 
multiparas. It may be done on the side to 
which the presenting sacrum points. The 
depth is determined by the estimated size 
of the fetal head, the width of the outlet 
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and the character of the musculature of 
the perineum. DeLee* sounds a sweet note: 
“It saves delay in the delivery of the shoul- 
ders and head and surely has saved many 
babies’ lives as well as prevented complete 
laceration of the perineum.” 

The patient is instructed to bear down 
and as the breech or lower extremities 
emerge, it is or they are grasped and guided 
so as to favor rotation (external restitu- 
tion). An assistant may now locate and 
follow the descent of the head, being mind- 
ful that too much haste may extend the 
arms above the head. Manual aid is always 
given to accomplish the delivery of both 
arms as it is time-saving, and is greatly 
simplified by the episiotomy. When the 
scapulae show from under the symphysis 
pubis, the shoulders have a tendency to ro- 
tate into an anteroposterior position. Con- 
tinued gentle downward traction following 
this tendency will deliver the anterior arm 
either spontaneously or with slight pres- 
sure exerted backwards by the finger in 
the axillary fold. The body of the child is 
now rotated without traction, 180 degrees 
through an arc in the opposite direction 
from that which it took for external resti- 
tution. The second arm is then delivered 
as the first. (One may deliver the posterior 
arm first by gently swingirg the body of 
the child laterally and upwards on its 
ventral side and the posterior arm swept 
out by the homolateral hand of the opera- 
tor. The body is then depressed downwards 
and the anterior arm delivered as described 
in the first procedure.) During this proce- 
dure the patient receives almost pure oxy- 
gen, but is again changed, if forceps are 
to be applied to the aftercoming head, so 
as to get deep anesthesia. The head is di- 
rected into the pelvis after the arms have 
been delivered. By firm and properly di- 
rected pressure from above and gentle 
traction from below, the head takes a direct 
anteroposterior position. This may also be 
accomplished by momentarily allowing the 
child to hang downwards. This permits 
the shortest diameters of the fetal head, 
the occipitofrontal and occipitobregmatic 
to glide downwards through the basin, ade- 
quate head flexion being assured. It now 
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remains merely to lift the child while it 
rests on the forearm and exerting slight 
pressure from above, and the second stage 
of labor is complete. Should the head fail 
to descend after one or two trials as out- 
lined, the aftercoming head forceps as 
devised by Piper are applied. The head 
must be in an anteroposterior position and 
the body of the child held in an extended 
position above the symphysis of the mother. 
Traction, combined with slight effort at 
flexion, is gently done. Well directed force 
instead of brutal strength is distinctly in 
order, because more babies die at this point 
from injury than from asphyxia. 

In a delivery where labor has progressed 
to the point of complete effacement and 
dilatation of the cervix is arrested, a de- 
composition and extraction of the child is 
done under deep surgical anesthesia. The 
mortality will be greater if this is at- 
tempted when the cervix is improperly di- 
lated. I believe if the patient has not been 
examined more than once, under proper 
aseptic precautions, a low type section may 
be considered good obstetrical practice. 

CONCLUSIONS 

I have illustrated this paper by a moving 
picture in color emphasizing the following 
points: 

1. All breech babies delivered by vagina 
should be delivered under light anesthesia. 

2. Deep anesthesia for impaction and 
the delivery of the head. 

3. Liberal mediolateral episiotomy as 
the perineum reaches full distention. 

4. It is better to stand by than to resort 
to undue interference. In the face of im- 
provements in methods and the tendency 
to substitute artificial procedures for the 
natural, there is still too high fetal mor- 
tality. 
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p. 627. 
DISCUSSION 

Dr. Rhett McMahon (Baton Rouge): The ob- 
stetrical film Dr. Mayer showed is one of the 
finest I have ever had the pleasure of seeing. This 
leaves little to discuss, as far as the method of 
delivery is concerned. As usual, when speaking of 
methods, there are two procedures, conservative 
and expectant, or radical and active. Dr. Mayer 
has given visual demonstration of conservative or 
expectant treatment. For the general practitioner 
who does obstetrics, this is by far the procedure 
of choice. On the other hand, where we might 
have the full advantages of a well-equipped ma- 
ternity hospital, with the necessary help and most 
important of all, the services of a qualified 
anesthetist, the more active procedure may be 
equally as good and some men claim it is slightly 
better. As I say though, for the average man, I 
do not believe there is any choice of procedure. 
Conservative procedure is far safer in the average 
cases. In maternities with services of qualified 
anesthetists and deep anesthesia we can more 
thoroughly prepare the birth canal for delivery of 
the breech. The soft parts are often the cause 
of distortion. In the cervix in the breech, you 
know, we have not the advantage of the complete 
dilatation for the head that we get in the vertex. 
In this instance we are delivering small parts first, 
followed by larger shoulders and still larger head. 
The shoulders meet resistance, the arms are fre- 
quently extended which is a very trying complica- 
tion. The head meets its resistance too in the in- 
completely dilated cervix and we are often con- 
fronted with difficulty at that point. With a deep 
surgical anesthesia we can be sure of full dilata- 
tion of the cervix and we are better prepared to 
handle the delivery of the aftercoming head. For 
the successful termination of breech delivery, we 
must have full, complete dilatation of the os and 
complete relaxation of the lower uterine segment. 
This is accomplished only by deep surgical anes- 
thesia. As I have said, there is a possibility, under 
these conditions, that the more active treatment 
may yield somewhat better results. However, 
whichever procedure is chosen, as Dr. Mayer has 
expressed it, the one thought in the obstetrician’s 
mind must be that there are more babies lost in 
the delivery of the breech from trauma than any 
other thing. 

The question of cesarean section of the breech 
comes up. The question of cesarean section here 
depends upon three main points: pelvic dis- 
proportion, age of primipara and_ possibly 
a big baby. The diagnosis of disproportion in a 
breech is more positive than in the vertex. In 
regard to the diagnosis of proportion we have not 
the advantage of trial labor in the breech. Very 
frequently with a head that would deliver by 


vertex presentation, there may be a slight degree 
of disproportion in the breech. In the elderly primi- 
para this point should be firmly established. The 
fetal mortality rate is high, as demonstrated, 6 to 
32 per cent. When a woman is pregnant for the 
first and only time, due consideration must be 
given. 


Dr. E. L. King (New Orleans): The points 
brought up by Dr. McMahon are good and should 
be borne in mind. Most of us approve the method 
of extraction as brought out by Dr. Mayer. We 
let the patient do her own work and rarely resort 
to breech extraction. Routine extraction has been 
done at the Boston Lying-In Hospital, where ex- 
tremely satisfactory results are reported. There 
it is done by trained experts making a study of 
that particular technic. In certain cases extraction 
is necessary. 

Another point is the fact that we can take more 
time than-has been generally put down in the text- 
books. The eight minutes limit has been responsi- 
ble for more harm than good. There may be 
considerable damage by injudicious haste. I saw 
Dr. Potter in Buffalo perform several versions; 
in one case he took thirteen minutes. He took his 
time after the cord was down, clamped, cut and 
tied it, and delivered the head in thirteen minutes. 
There is thus the question of more gentleness and 
accuracy in manipulation, rather than force. 

In regard to extended arms, we should not worry 
if we happen to break an arm. One man some 
years ago wrote a paper on deliberate fractures 
of the humerus in difficult cases. It was his idea 
that it was better to break an arm than to break 
the neck. I have, on some occasions broken arms 
accidentally with no apologies because we had a 
healthy baby with no broken neck or other damage. 

Dr. George A. Mayer (In closing): As a supple- 
ment to my former remarks, I find that complete 
and satisfactory analgesia alters to some extent 
the course of labor in breech deliveries. This is 
due to an inhibition of the voluntary forces of the 
mother. Since she breech is a poor dilator, those 
voluntary forces used to full extent are highly 
desirable; hence, in home deliveries a few drops 
of chloroform at the time the perineum is ironed 
out or/and an episiotomy done or/and when the 
head is delivered. 

In hospital delivery gas-oxygen is used to a 
minimum degree—and deepened as per require- 
ments above. I like novocain infiltration of the 
perineum using 10 to 20 c. c. of 1 per cent solution. 

Sacral analgesia, 1 per cent novocain in 60 to 75 
c. ec. amounts, has been my preference because it 
gives relaxation and the full use of the maternal 
voluntary forces. 

Close observation of the fetal heart tones or the 
pulse in the foot or circulation in the breech is a 
guide as to whether or not the tempo of the de- 
livery should be altered. The judgment of the 
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operator will signal for lighter or deeper anes- 
thesia. 

I am in complete agreement with Pierson’s state- 
ment that, “frantic haste as opposed to deliberate 
skill has been the clinical error involved.” 
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RADIUM TREATMENT OF 
HEMANGIOMATA* 





W. R. HARWELL, M. D. 
SHREVEPORT 


No doubt the one thought and hope up- 
permost in the mind and heart of every 
expectant mother, is that her baby may be 
born as nearly perfect in physical and 
mental development as she can imagine, 
though she may be disappointed over the 
sex or the color of the hair. 


Aside from some major deformity or 
monstrosity, there is nothing more alarm- 
ing to the parents than a large heman- 
gioma, or birthmark, marring the beauty of 
the new baby, practically all of which are 
present at birth. Incidence of these defects 


has been estimated as high as 331/3 per 
cent; in the examination of approximately 
1000 babies at a “Better Babies Contest” 
a few years ago, we discovered 75 angio- 
mata of various sizes and types. 
MacCallum: defines hemangioma as a 
tumor composed essentially of blood chan- 
nels in contradistinction to a lymphangioma 
whose cavities contain lymph instead of 
blood. A true hemangioma is distinguished 
from a mere dilatation of capillaries or 
venules belonging to the general circulation, 
by the fact that its blood channels grow 
independently without regard to the laws 
which govern distribution of such vessels. 
It thereby forms a mass which is somewhat 
withdrawn from the general circulation, 
and although supplied with artery and vein, 
does not stand in any intimate anastomotic 
relation with the adjacent circulation. 
TYPES AND STRUCTURE OF HEMANGIOMATA 
There are numerous classifications of 
these lesions, but the simplest and most 
common, is that given by MacKee?: (1) Ne- 


*Read before the sixtieth annual meeting of the 
Louisiana State Medical Society, Alexandria, April 
26, 1939. 
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vus flammeus, or port wine mark, which is 
usually not elevated above the surface of 
the skin; (2) nevus vasculosus, or straw- 
berry mark, which involves the superficial 
vessels and is more or less elevated; (3) an- 
gioma cavernosa which involves the deep 
vessels. 

They may vary in size from the head of 
a pin to enormous proportions and may be 
found in any part of the body. With the 
exception of the pleura, testes, cartilaginous 
tissue and certain parts of the nervous 
system, there is said to be no portion of 
the human body in which these tumors have 
not been observed.*? However, there seems 
to be a predilection for the exposed parts, 
particularly the head, face and neck. In a 
series of 109 persons treated by us in the 
past few years, the distribution was as fol- 
lows: Head, face and neck 62 per cent, 
body 25 per cent, extremities 12 per cent. 

The structure of angioma varies from in- 
dependent vessels with distinct walls to a 
true areolar tissue resembling erectile or- 
gans. Growth takes place by the extension 
of vascular buds into their surroundings, 
the adjacent tissue becoming completely in- 
filtrated by the constant formation and 
dilatation of capillaries. While this manner 
of growth has the infiltrating character of 
malignant neoplasms, destroying the af- 
fected parts inclusive of bone, metastasis 
of angiomatous tumors has never been ob- 
served, and there is no tendency to recur- 
rence after complete removal.* 

ETIOLOGY 

The cause of these defects is unknown, 
the vast majority being congenital. Numer- 
ous theories have been advanced to account 
for their origin, chief among which were 
the old lay theories of divine anger and 
emotional impressions of the mother. 
Among the more fundamental theories, I 
will mention those given by Matas*: (1) Lo- 
calized disorders in the nutrition of pre- 
existing vessels leading to progressive hy- 
perplasia; (2) independent neovascular 
formation of migratory embryonal buds de- 
tached from germinal areas and leading an 
independent existence; (3) influence of 
physical and mechanical surface pressure 
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on the fetus; (4) neural theory, the last of 
which he considers the most likely. 

MacCallum! states that cavernous angio- 
mata of the face are, as a rule, distributed 
over the region of one or more divisions of 
the fifth cranial nerve and seldom cross the 
midline of the face. 

While the majority of angiomata are 
present at birth, or shortly after, we have 
in our series a cavernous angioma about 
the elbow of a woman 58 years of age, who 
gave the duration as 15 years; another case 
of a woman 52 years old, who came to us 
for treatment of an angioma of the lip, 
duration five or six years. 

DIAGNOSIS 

The diagnosis of the port wine and 
strawberry marks is usually made at first 
glance as well as many of the cavernous 
hemangiomata. However, there are some 
that require differentiating. The compres- 
sible character of the growth, returning to 
its former size and appearance on release 
of pressure, will usually prove the diag- 
nosis, though some of the deeper ones may 
not be differentiated from solid tumors. 

PROGNOSIS 

The prognosis in properly treated cases 
is good, but there are certain dangers in 
untreated cases, such as hemorrhage, in- 
fection or thrombophlebitis. Some are said 
to undergo spontaneous regression and 
cure. I have seen one such case following 
injury and ulceration, but, since the usual 
tendency is to grow, I feel that waiting for 
such a course is simply a loss of time. We 
have all seen cases which have grown from 
the minutest lesion at birth, to a real de- 
formity within a few weeks. 

TREATMENT 

Treatment of hemangiomata should be- 
gin as soon after discovery as is possible, 
since this will mean a saving in time and 
expense, as well as give a better chance for 
perfect result. Innumerable methods have 
been used and suggested for the removal of 
these growths. The simplest method of 
treatment is the old compression method in 
which some spongy or elastic pad is applied 
to the tumor in such a way as to keep con- 
stant pressure over a prolonged period, the 
results being very uncertain and unsatis- 
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factory. Other methods include cauteriza- 
tion with escharotics such as carbolic acid 
or nitric acid, steam or hot air. Carbon 
dioxide snow has had wide use in the treat- 
ment of superficial lesions. The injection 
of such substances as alcohol, boiling water 
and other chemicals has been used. 

The first patient I ever saw treated had 
a cavernous hemangioma of the thigh, 
which was injected with boiling water, re- 
sulting in a considerable slough. 

Stelwagon* used a combination of mul- 
tiple puncture by the galvano-cautery, or 
a needle dipped in nitric acid, followed by 
pressure. Surgical methods are varied; 
they include strangulating ligatures, liga- 
tion of afferent vessels and complete re- 
moval. 

The object in the treatment of heman- 
giomata is the removal of the growth with 
the least possible undesirable sequelae, and 
some method must be used which is easy of 
application, safe and reliable. 

In radium treatment, we feel that we 
have a method that fulfils these require- 
ments, but only when used by one who 
knows how to use it; one inexperienced in 
its use, may produce most unsatisfactory 
results. 

Matas*® made this statement: “If radium 
is available, its application by the most re- 
cent technic should be preferred over all 
other methods, in the hands of a thorough- 
ly competent expert, as the most satisfac- 
tory treatment.” 

According to Strauss,> Wickham and De- 
grais, in 1912, were the first to report he- 
mangiomas treated with radium. Since that 
time different methods of application have 
been tried and advocated, but in general, 
radium treatment has become the method 
of choice. There is one exception; the port 
wine mark in which radium treatment is 
unsatisfactory, although some have re- 
ported good results.° Objections to its use 
are: First, if the lesion is large, it is dif- 
ficult to obtain uniform blanching; second, 
the amount of radiation required will be 
such that atrophic changes in the skin and 
telangiectasia will be more unsatisfactory 
than the original blemish. 

In the treatment of strawberry marks 
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whose pathology is in the superficial ves- 
sels, gentle radium applications made with 
little or no filtration, making use of the 
beta rays of radium and repeated at in- 
tervals of a few weeks, will give most sat- 
isfactory results with a minimum of skin 
changes. MacKee®* states that the results 
of beta ray therapy in nevus vasculosus are 
so striking, so perfect, that they may be 
placed among the most notable achieve- 
ments of radium therapy in treatment of 
cutaneous affections. 

Treatment of cavernous hemangiomata, 
as a rule, is more prolonged and great care 
must be used to produce a minimum of skin 
changes. Numerous technics have been ad- 
vocated for the application of radium in 
this type of angioma. Of course, surface 
application of radium is the simplest and 
safest. However, implantation of radium 
needles and radon is advocated by some. 
Withers and Ranson’ in 1927, claimed su- 
perior results for the implantation of radon 
seeds of 0.2 to 0.3 mc. content throughout 
the tumor, allowing one implant to about 
1 c.c. of bulk. Strauss,’ in 1927, reported 
good results in a series of 22 patients 
he treated with surface applications. 
Schmidt,*® in 1927, used a technic in which 
steel needles containing 5 to 10 mg. radium 
element were buried in the tumor for a 
period of 12 hours. Kaplan’ uses steel or 
monel needles of low content, buried in the 
tumor and left in situ three or four days 
or more. 

Every method will have its apparent ad- 
vantages and disadvantages. The disad- 
vantages in the use of the buried technic 
are: (1) Inflammatory reaction and dan- 
ger of infection; (2) danger of sloughing 
when needles of large content are used; 
(3) length of time and hospitalization when 
needles of low content are used. 

The patients seen in private practice 
want a method of treatment which is pain- 
less and free from danger. I find that they 
prefer to come for treatment at long in- 
tervals over a protracted period, although 
living at a considerable distance. 

My method of treating the cavernous 
angioma, which involves the deep sub- 
cutaneous tissue, is the use of surface 
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application of radium with fairly heavy fil- 
tration, eliminating a great portion of the 
beta ray effect and utilizing principally the 
gamma rays. I used a filtration up to 1 
mm. or possibly 2 mm. of lead, with rub- 
ber next to the skin and an elevation of 
about 14 to 14 inch, giving a dose of 100 
to 400 mg. hours per field, at intervals of 
several weeks. In some locations, such as 
the extremities, cross firing may be done 
to advantage to shorten the treatment pe- 
riod. 
CASE REPORT NO. 1 
Baby J. L. H., a white male, aged 24% months, 
was brought to us on December 28, 1936, for treat- 
ment of a massive cavernous hemangioma, in- 
volving practically the entire right cheek, temple 
and eyelid, growing rapidly from a very small 
mark at birth. This patient received a total of 
2405 mg. hours of radium element in eight ap- 
plications over a period of 13 months, the applica- 
tions being made over several areas. The technic 
used was surface application, %4 to % inch eleva- 
tion, 1 mm. lead filter, heavy rubber next to skin. 
CASE REPORT NO. 2 
Baby O. C. L., a white female, was brought to 
us on December 30, 1936, eight hours after birth, 
with a massive cavernous hemangioma involving 
the greater portion of the right forearm. This 
baby received a total of 2100 mg. hours of radium 
over four ports, within three months. The tech- 
nic used was surface application, % inch eleva- 
tion, 1 mm. lead filter, heavy rubber next to skin. 
CASE REPORT NO. 3 
S. A. C., a white male, aged 9 years, was 
brought to us, July 16, 1923, for treatment of 
massive caverncus hemangioma involving’ the 
lower lip and buccal tissues of right cheek. Bleed- 
ing and appearance had become serious. This 
patient was treated from July 16, 1923, to Novem- 
ber 5, 1925, receiving a total of 2950 mg. hours 
of radium given over several ports, surface ap- 
plication. 


SUMMARY 
The treatment of hemangiomata by ra- 
dium is discussed in the light of personal 
experience and the experience of others. 
Three case histories illustrating the use of 
radium in this condition are reported. 
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DISCUSSION 

Dr. C. E. Gorman (New Orleans): I really did 
not intend to discuss this paper but I would like 
to bring to your attention a few patients whom 
we have seen at the Charity Hospital Tumor Clinic 
in New Orleans. Several persons have been seen 
recently who had multiple hemangiemata around 
the oral cavity. One of these had a hemangioma 
of the left side of the tongue. She was treated 
with interstitial radium. About eighteen months 
later she returned with a similar lesion to the 
right side of the tongue in a little different loca- 
tion. This was treated in a similar manner. Both 
lesions healed perfectly and there was absolutely 
no scarring of the tongue. We have also found 
similar results in hemangioma around the lips 
and other portions of the oral cavity, such as the 
buccal mucous membrane. 

Dr. H. G. F. Edwards (Shreveport): There are 
many methods in the management of hemangio- 
mata and I have a few slides I would like to show 
which illustrate the different methods of approach. 

The first slide shows a baby who had a heman- 
gioma which was treated with surface application 
of soft beta rays of radium, using 15 mg. hours 
for a single application. The next slide shows the 
results secured. This is an unretouched photo- 
graph made several months after treatment. You 
will notice there is no scarring. Correct radium 
dosage does not produce scarring. 

The next slide shows the cavernous type of 
hemangioma which, in my opinion, is best treated 
with interstitial radiation, using low filtration, 
low radium content needles. 

The next slide shows typical strawberry heman- 
gioma of the cheek treated by surface application 
of beta rays radium and the results obtained. 

The following slide is one of strawberry he- 
mangioma on a baby. You will note that these 
are found on fine babies; puny babies do not seem 
to have them. 

Here is what happens when one waits for a 
spontaneous cure in hemangiomata; sometimes it 
does occur but if so the results are not comparable 
to those treated with the radium. This baby has 
a large hemangioma of the lip; there are two 
ulcerations. When treated there is bound to be 
a sear. 

The next slide reveals a hemangioma hyper- 
trophicum. This proliferates rapidly and is treated 
with electric coagulation. There is no scarring. 


Radium treatment of cavernous heman- 
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This slide shows a lymphangioma of the lip. 
The tumor is made up of lymph vessels and treated 
by interstitial radium needles. The next shows 
the end results. 


In general it is conceded that radium in proper 
dosage is the method of choice in the treatment 
of vascular birthmarks. 

Dr. C. P. Rutledge (Shreveport): Early in my 
training in radiology it was my privilege to work 
for about six months with Newcomet in Philadel- 
phia who was one of the pioneers in the treat- 
ment of angiomata with radium. 


At that time, 20 years ago, he stressed the im- 
portance of proceeding cautiously in the treatment 
of these cases and this is still his attitude. Each 
patient should be individualized as the same tech- 
nic will not do for all. My experience with the 
so called “port wine marks” has been most un- 
satisfactory. I believe that radium has no place in 
their treatment. The plastic surgeons are now 
doing some excellent work with them. 

The strawberry marks, if small, are easily de- 
stroyed by electro-desiccation with a minimum 
amount of scarring. Often in treating these pa- 
tients, I cut a hole the size of the lesion in a piece 
of adhesive tape and apply the tape over the lesion 
so that the hole will fit snugly around the heman- 
gioma. I then spark the lesion without danger of 
injuring the surrounding healthy tissue. The 
larger ones are amenable to treatment by use of 
radium with very little filtration. If very super- 
ficial, one thickness of blotting paper is sufficient. 
These are often treated over a period of several 
months with a rest interval of three to five weeks 
between treatments. 

The cavernous type may be treated by inter- 
stitial implantation of radium needles or by 
surface applications, with heavy or moderate fil- 
tration according to the depth of the lesion. 

Personally I prefer the surface applications. As 
a rule the interstitial method gives much quicker 
results but this is at the expense of possible in- 
fection with sloughing, scarring and sometimes 
hemorrhage. 

The cardinal points in the treatment of angio- 
mata with radium are: (1) Treat the lesion early. 
Do not wait to see what it is going to do. (2) Do 
not treat it too rapidly; give sufficient time be- 
tween applications so that the integrity of the skin 
and surrounding tissues may be preserved. (3) Try 
not to be too radical and at times be satisfied with 
something less than perfect results. 

Dr. W. R. Harwell (In conclusion): I do not 
want to leave the impression that we never use 
the implantation method. There are some cases 
in which implantation seems to be the only satis- 
factory method of treatment. The angioma of 
the tongue mentioned by Dr. Gorman would have 
been very difficult by any other method. However, 
I wish to state again that our method of choice 
is the surface application when possible. 
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THE ANNUAL MEETING 


It seems advisable again to accentuate 
and to stress the importance of the annual 
meeting of the State Society which will be 
held within a few weeks. This meeting is 
not only a scientific meeting of pre-emi- 
nence but is also an extremely important 
meeting when the doctors of the state can 
get together and express their feelings, 
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present their ideas and discuss fully social, 
economic, legislative and other phases of 
the practice of medicine. This is the only 
opportunity given in the year for action on 
various matters having to do with our pro- 
fession and it is extremely important that 
there be a large representation at the an- 
nual convocation. 


The tentative program shows that some 
of the outstanding physicians of Louisiana 
will appear in the scientific sessions. Not 
only will there be an opportunity of listen- 
ing to these men, but there will be some 
splendid speakers from out of the state, for 
example Dr. Howard K. Gray, of Rochester, 
Minnesota, who is going to talk before the 
section on general surgery upon “The Sig- 
nificance and Surgical Treatment of UI- 
cerating Lesions of the Stomach.” Dr. B. 
R. Kirklin, one of the outstanding roent- 
genologists in the United States, also from 
Rochester, has the most intriguing title for 
his paper, “Solving Problems in the Diag- 
nosis of Diseases of the Lung,” a presenta- 
tion appealing to physicians in every branch 
of medicine because surgeons, internists, 
radiologists and otolaryngologists are con- 
cerned at times with lung disorders in their 
several fields. Before the section on gyne- 
cology and obstetrics, Dr. Wendell McLean 
Long, of Oklahoma City, will present a sub- 
ject which is practical and which frequently 
confronts the general practitioner. Dr. 
Long will address this section on “Uterine 
Bleeding.” 

In addition to the importance of this 
meeting in so far as the business of organ- 
ized medicine is coneerned and the value of 
the scientific presentations, it must not be 
forgotten that there are other features 
which enhance the value of our annual state 
gathering. There will be a scientific ex- 
hibit, a large commercial exhibit in which 
the newest and latest things in treatment 
and diagnosis are shown first hand, by the 
representatives of acceptable commercial 
houses, to the physician, and lastly there 
will be the entertainment features which 
will be pleasurable and enjoyable. 


It is mighty nice to see old friends and to 
renew friendships which distance makes 
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impossible to keep up. If a large number 
of our Louisiana doctors turn out for the 
state meeting they will see their old friends, 
men they have worked with and known in 
the past—they will have the chance of 
friendly conversation and renewing their 
interests in each other. 
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THE ANNUAL ORATION 


The State Society is to be congratulated 
this year upon having not one but two an- 
nual orators, Governor-elect S. H. Jones and 
Dr. Rudolph Matas. Neither of these two 
distinguished gentlemen need introduction 
to the members of the State Medical Soci- 
ety. Dr. Matas’ fame is world-wide, not 
local. The dean of American surgeons, re- 
cipient of the distinguished medal of the 
American Medical Association, and of so 
many honors from scientific societies that 
it is impossible to enumerate them, Dr. 
Matas has always been a most loyal and 
devoted member of the Society. The oldest 
living past president, he is still active as 
President of the Past Presidents’ Advisory 
Body and the guiding spirit in the organi- 
zation. One of the attractive features of 
our annual meeting is the fact that Dr. 
Matas is invariably present, willing to dis- 
cuss papers and happy to see his oid friends. 


Mr. Jones of course, at the present mo- 
ment Governor-elect of the State of Lou- 
isiana, is Louisiana’s most publicized citi- 
zen. Probably every member of the State 
Medical Society has heard him talk, either 
directly or over the radio, and all of them 
know that he is a speaker of force and 
character. The State Association is very 
much interested indeed in the policies that 
will be followed by the incoming governor 
in regard to state medical matters. Mem- 
bers of the organization believe that he has 
a magnificent opportunity of putting the 
state medical affairs which are under the 
control of the governor on a basis which 
will enhance materially the value of the 
services rendered by the various state agen- 
cies. It is the earnest hope of all thinking 
members of the organization that the medi- 
cal functions of the state will be completely 
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depoliticalized and that the merit system, 
possibly through the establishment of civil 
service regulations, will be dominant in the 
field of public health and in the personnel 
of those engaged in the care of the sick. 
We will be interested in what Mr. Jones 
has to say on the night of April twenty- 
third concerning his future policies. 


4) 
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THE SUPPLY OF PHYSICIANS 


One of the arguments brought out by 
proponents of socialized medicine is that 
there are not enough physicians properly 
to take care of the general population of 
these United States. They do not seem to 
realize that a poor doctor is worse than no 
doctor. As has been said, the basic element 
of providing good medical service is the 
supply of well trained physicians. If the 
number of doctors is materially increased, 
it will be impossible adequately to train 
them. In 1938 there were in this country 
slightly over 169,000 doctors, a ratio, per 
population, of a doctor to every 768 per- 
sons. Actually the number of physicians in 
the United States is greater by some 19,- 
000 than all the physicians in Great Britain, 
Germany, Austria, France, Denmark, Swe- 
den, Norway, Switzerland, Belgium and 
Holland, according to “Factual Data of 
Medical Economics” published by the Bu- 
reau of Medical Economics of the American 
Medical Association, and the combined pop- 
ulation in these countries is greater by 
ninety million than the population of the 
United States. Surely this does not indicate 
that there is any shortage of doctors in the 
United States. 


It must be emphasized that quality is 
more important than quantity, again to 
quote from medical economics, in judging 
the medical care furnished by physicians. 
Because of the stand organized medicine 
has taken relative to the doctor-to-be hav- 
ing a training which is complete, full and 
well-rounded, the result has been that the 
standard of medical service is superior to 
that probably of any country anywhere in 
the world. A person entering a community 
in which he is unfamiliar with physicians 
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will probably have definite assurance that 
any man he selects as his doctor would be 
thoroughly capable of taking care of his 
illness. 

Another criticism is that the doctors are 
not distributed to the rural districts. As a 
matter of fact in 1936 there were only 241 
counties that had a population of over 
2,000 persons per physician. The supply of 
doctors in rural United States is superior to 
any of the countries that have sickness in- 
surance or state medicine. 

Another common complaint is that there 
is too great a number of specialists. The 
Directory of the American Medical Asso- 
ciation of 1938 lists over 127,000 doctors in 
general practice, practically 80 per cent of 
all the doctors in the Directory. These fig- 
ures compare favorably with the fact that 
80 per cent of all illnesses can be and are 
taken care of by the general practitioner. 
It is said that about one out of every five 
patients may require the services of a spe- 
cialist. This certainly does not seem to be 
a disproportionate number of doctors spe- 
cializing in certain branches of medicine. 
The man in general practice acknowledges 
an ophthalmologist is necessary when eye 
troubles develop, that a surgeon is required 
for the more difficult operations and that 
a dermatologist may be necessary properly 
to diagnose some unusual skin condition. 

All these statements made above would 
substantiate the concept held by most of the 
doctors in this country that medical serv- 
ice is good, that the average practitioner is 
thoroughly qualified and that the standards 
of practice in the United States need no in- 
terference by governmental agencies, os- 
tensibly to improve them, but which the 
physicians believe will cause a deteriora- 
tion in such services. 


Ly. 
—U 





ESSENTIAL HYPERTENSION 


Since the publication of Goldblatt’s work 
which showed that hypertension can be 
brought about through partial ischemia of 
the kidney, there has been a considerable 
amount of work in laboratories and clinics 
which is indicating that the so-called es- 
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sential hypertension may be due in many 
instances to pathologic changes which dim- 
inish the patency of the large renal vessels. 
With the new facts that are coming out 
concerning hypertension it may not be pre- 
sumptuous to state that possibly within the 
next few years hypertension will no longer 
be “essential” but will have a qualifying 
etiologic name. Blackman,' appreciating 
that experimental hypertension may be 
brought about by partial occlusion of the 
two main arteries to the kidneys, has made 
a study of the renal arteries in 50 cases of 
essential hypertension. In 86 per cent of 
the arteries of patients with hypertension it 
was found that arteriosclerotic plaques pro- 
jected into the lumina of these vessels. One, 
or both, of the main renal arteries was sten- 
osed markedly. He believes that these ar- 
terial lesions brought about a partial occlu- 
sion of the vessels to induce marked hyper- 
tension in a manner comparable to that 
which Goldblatt produces in experimental 
animals by means of arterial clamps. Other 
isolated instances have been reported in 
which partial or complete compression of 
the main vessels was associated with hyper- 
tension. 


The urologists have been particularly in- 
terested in this problem. They have known 
that urinary obstruction is often associated 
with hypertension which is relieved when 
the obstruction is removed. Schroeder and 
Steele? found, in 71 young individuals with- 
out functional impairment of the kidney 
and who had hypertension, renal abnorm- 
alties in 50 of them, about one-half having 
some form of vascular obstruction. The 
urologists are of the opinion that there are 
a goodly number of hypertensive individ- 
uals who could be relieved by a thorough 
study of their urinary tract. In another in- 
vestigation these same two authors’ studied 
218 patients who had hypertension; 56 of 





1. Blackman, S. S. Jr.: Arteriosclerosis and partial 
obstruction of the main renal arteries in association with 
“essential” hypertension in man, Bull. Johns Hop. Hosp., 
65 :353, 1939. 

2. Schroeder, H. A., and Steele, J. M.: Abnormalities 
in the urinary tract in “essential hypertension,” Proc. Soc. 
Exper. Biol. & Med., 39 :107, 1938. 


8. Schroeder, H. A., and Steele, J. M.: Studies on 
“essential” hypertension ; I. Classification, Arch, Int. Med., 
64 :927, 1939. 
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them could be classified in a so-called renal 
group. Other similar studies have appeared 
elsewhere. The conclusion seems to be, as 
expressed by McCann,‘ that probably 80-85 
per cent of the instances of hypertension de- 
pend on atheromatous areas in the larger 
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arteries at or near the aorta and that in 
some 15-20 per cent of these patients the 
trouble is due to unsuspected disorders of 
the kidneys or the urinary passages. 


4. McCann, Wm. S.: Bright's disease: A review of 
recent literature, Arch. Int. Med., 65 :639, 1940. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


MERCY HOSPITAL—SONIAT MEMORIAL 
New Orleans 

The monthly meeting of the Medical Staff of 
Mercy Hospital was held on March 6, 1940 at 8:00 
p. m. in the Lecture Room of the Hospital. A 
symposium on influenza and pneumonia was pre- 
sented, which included: “Observations on the 
Present Influenza,” by Dr. L. A. Monte; “Com- 
plications Resulting from Influenza,” by Dr. Oscar 
Blitz; “Treatment of Pneumonia,” by Dr. Edgar 
Hull. 

A mortality case of lobar pneumonia taken from 
the records of the month was then presented by 
Dr. J. A. Vella and further discussed by Drs. 
Monte and Hull. The meeting was a most interest- 
ing one and was very well attended. 


Percy A. Phillips, M. D., Sec. 


TOURO INFIRMARY 
New Orleans 

A regular meeting of the Medical Staff of Touro 
Infirmary was held on Wednesday, March 13 at 
8 p. m. The following program was presented: 
“Blood Transfusion,” by Dr. Nelson Murray; 
“Miller-Abbott Tube in the Treatment of Paralytic 
Ileus and Intestinal Obstruction” by Dr. M. L. 
Michel; “Survey of Pneumonia Cases in Touro 
Infirmary for the Year 1939” by Dr. Allan M. 
Goldman; “Postoperative Complications of Gyne- 
cologic Patients” by Dr. Albert P. Kimball. 


HOTEL DIEU 
New Orleans 

The regular monthly meeting of Hotel Dieu 
Staff was held Monday, March 18, 1940 at 8:00 
p. m., in the assembly room of Hotel Dieu. Dr. L. 
A. LeDoux, President of the Staff, presided and 
Dr. C. E. Gorman, Secretary, was at the desk. 

The meeting was opened with a clinico-patho- 
logic conference by the Department of Pathology. 
Three cases were presented. 

Dr. E. A. Socola presented two cases of intus- 
susception; one surgical and one reduced manually 
under fluoroscope. 

A dissertation upon the recent advances in 
urology was given by Dr. H. Lindner. 


Dr. H. R. Unsworth presented the following case 

report: 
HYPERINSULINISM 

F. R., aged 24, visited my office on March 18, 
1934, professionally, because he was having as he 
stated “fits.” He also remarked that the doctors 
at the Charity Hospital had seen him several 
times and told him that he was an epileptic. He 
was given some medicine to take regularly, advised 
to keep his bowels open and a diet containing a 
great deal of fats was recommended. He was 
warned to be careful about driving an automobile, 
or in placing himself in any position where he 
might seriously injure himself due to the “spells” 
that unexpectedly overtook him. It was further 
related to me by the patient that he had a blood 
test and urinalysis with this superficial examina- 
tion, and after a few clinic visits he was labeled 
an epileptic, which disturbed him greatly. He 
abandoned his position as an employee on the 
wharfs of the city docks. At all times he was 
apprehensive, and worried greatly about his sick- 
ness, having a vague understanding of the term 
epilepsy. There was also associated a constant 
moderate depression. At the time of his visit 
to me he was dejected and hopeless in regard to 
the future. 


Family History: Irrelevant; there being no con- 
vulsions, injuries, or any neuropathic conditions as 
far as he or his mother knew. 

Birth History: He was the second child, delivery 
being normal in all respects, and his infancy con- 
sidered normal, that is, he walked, talked and 
teethed at the usual period. 

Personal History: There is no history of ill- 
nesses, injuries or operations. 

Present Illness: While getting out of bed the 
morning of July 2, 1934, he was seized with a 
generalized convulsion, and immediately became 
unconscious. There had been no warning or previ- 
ous evidence of impending illness at any time. He 
soon recovered from this episode, and at a period 
of approximately two weeks felt as well as he 
ever had. These spells, as he called them, peri- 
odically returned approximately three weeks apart. 

On March 22, 1935 this patient was immediately 
admitted to the hospital for observation and study. 
During the period of three days which he re- 
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mained, there were no convulsions or any other 
usual medical phenomena. Medically, there was 
nothing of importance to account for his convul- 
sions as far as the ordinary medical examination 
revealed. Neurologically, the nervous system pre- 
sented no pathologic findings; from the stand- 
point of the clinical laboratory the reports of his 
sera were essentially normal, including the spinal 
fluid findings, except for a blood sugar of 35 mg. 
per 100 c. c. of blood after fasting twelve hours. 
This test was repeated on three separate occa- 
sions on a twelve hour fast, and at no time did 
the blood sugar reach higher than 40 mg. per 
100 c. c. of blood. The tentative diagnosis at this 
time was hyperinsulinism, hypoglycemia with con- 
vulsive seizures. After making a few visits to 
my office, following his hospital period when 
a diagnosis was made, and at which time therapy 
was given, he failed to return to see me. 


On March 10, 1935, he was admitted to the 
Charity Hospital in the state of status epilepticus. 
His blood sugar reading at this time was 30 mg. 
of sugar for 100 c. c. of blood. In spite of all 
that could be done for him he continued to have 
repeated convulsions and died in the state of status 
epilepticus, August 22, 1935. An autopsy revealed 
an adenoma of the tail of the pancreas, and the 
autopsy diagnosis was that of adenoma of pan- 
creas with hyperinsulinism. 

Dr. Albert A. Maybeno presented the following 
case report: 


ACUTE LYMPHOCYTIC LEUKEMIA IN EARLY LIFE 


This case is reported in order to recall that 
leukemias do occur in the young, although with 
much less frequency than observed in older chil- 
dren and in adults. Because of this fact, Dr. 
Socola and I felt it would be interesting to report 
the case of a young patient seen in private prac- 
tice, 


R. H. F., a white female, 17 months of age, was 
observed to exhibit a gradually increasing weak- 
ness of both legs for five days. Also, an enlarged 
gland in the right groin had been noted during 
this time. The child appeared dull and she be- 
came increasingly pale. The symptomatology was 
otherwise essentially negative. 


This child was a full term, normal delivery, 
without any birth injuries. The delivery was 
satisfactorily conducted in one of the private hos- 
pitals of New Orleans. There was no evidence of 
any abnormality in the newborn period. Breast 
feeding was given for the first three months of 
life, lactogen alone given for five months, follow- 
ing which cow’s milk was begun, gradually adding 
other items to the diet. Teething was normal. 
No immunization of any kind had been given until 
the time of the first visit. The family history 
revealed nothing of note. There were no brothers 
or sisters. 
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The patient was well developed, length 32%, 
head 18, chest 1912, and abdomen 18 inches. The 
weight was approximately normal for the age, and 
normal in the height-weight relationship. The 
temperature was 100.6° F. by rectum when first 
seen, the patient not being acutely ill. She was 
pale, almost wax-like, and obviously dull. There 
were marked ecchymotic areas, multiple in charac- 
ter over the extremities, and numerous petechiae 
about the face. The petechiae increased in num- 
ber as the child continued to cry. The right 
inguinal glands and the left posterior auricular 
glands were definitely palpable. There was no 
ulceration in the throat or in the pharynx. Bowel 
movements and urination were normal.  Like- 
wise, no edema and no skin eruptions were present. 
Any difficulty or weakness in walking could not 
be demonstrated, due to lack of cooperation. The 
spleen could not be palpated. 


The examinaticn of the blood revealed the fol- 
lowing: Hemoglobin 50 per cent, red blood cells 
2,500,000, white blood cells 56,250, and the dif- 
ferential showed lymphocytes 90 per cent, meta- 
myelocytes 3 per cent, eosinophils 1 per cent, and 
monocytes 2 per cent. There were no neutrophils 
seen in the smear. Coagulation time was 4 min- 
utes and the bleeding time was prolonged 30 min- 
utes plus. 


The patient was admitted to the hospital on 
August 8, 1939, at which time the rectal tempera- 
ture was 101° F., and the blood picture was as 
follows: Red blood cells 2,600,000, white blood 
cells 53,850, hemoglobin 50 per cent, and the dif- 
ferential showed, lymphocytes 82 per cent, lympho- 
blasts 17 per cent, neutrophils 1 per cent, seg- 
mented 1 per cent. The color index was 0.9; 
platelets 10,000. Condition unchanged. The co- 
agulation time was 3 minutes and the bleeding 
time 13(?) minutes. This same day the patient 
was given koagamin 1 ec. c., viosterol, 18 drops 
daily, dicalcium phosphate grains 30 twice a day. 
The patient was also matched for a transfusion. 


On August 9, the blood count was reported as 
follows: Red blood cells 2,650,000, white blood 
cells 33,500, hemoglobin 50 per cent; differential 
showed lymphocytes 85 per cent, lymphoblasts 15 
per cent. The temperature had risen to 104.6° F. 
She was given a transfusion of 150 c. c. of citrated 
blood, and her general condition appeared some- 
what stronger. The koagamin was repeated on 
this date. 


The following day, the blood count showed 
3,560,000 red blood cells, 16,500 white blood cells, 
hemoglobin 50 per cent, lymphocytes 79 per cent 
and lymphoblasts 21 per cent. The coagulation 
time was 5 minutes, 45 seconds; bleeding time was 
4 minutes. The temperature was 105° F. X-ray 
report was negative for active bone pathology, 
but the report made mention of healed rachitic 
changes. 
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On August 11, the red blood count was 2,850,000, 
white blood cells 11,500, hemoglobin 55 per cent, 
lymphocytes 55 per cent and lymphoblasts 45 per 
cent. The temperature was now 105.4° F., and 
the patient very restless. 

The next day the red blood cells had fallen to 
1,930,000, the white blood cells were down to 1,000, 
hemoglobin 40 per cent. The differential showed 
lymphocytes 20 per cent and lymphoblasts 80 per 
cent. The temperature on this day was 103.8° F. 
The platelets were not sufficient to be counted, 
the coagulation time was 5 minutes and the bleed- 
ing time was 4 minutes. Later during this day 
(August 12), she became comatose, and the fol- 
lowing is an abstract of the resident’s notes: 
“Patient is in a comatose state. Respiration is 
stertorous and difficult. She is very restless and 
making attempts as if to dislodge something from 
her throat. Coarse rales are heard over both 
lungs, making the heart sounds inaudible. Patient 
was given coramine, 3 minims; at 3 a. m. she is 
still comatose, restless, and showing the same 
difficult respiration. The right lower extremity 
is stiff, and there are ecchymotic patches on both 
conjunctivae. The skin shows capillary bleeding 
and is acquiring a yellowish tinge. The pulse is 
no longer palpable at the wrist. Expired at 4:35 
a. m.” 


HUTCHINSON MEMORIAL CLINIC 
OF THE 
SCHOOL OF MEDICINE 


THE TULANE UNIVERSITY OF LOUISIANA 
New Orleans 

Scientific Session, with presentation of cases, 

conducted by the Department of Medicine, Divi- 

sion of Psychiatry, Dr. T. A. Watters presiding. 


Reading Disability (Miss Marion McKenzie 
Font): Reading disability may occur, in conjunc- 
tien with almost any known behavior disorder of 
childhood. The particular behavior disorder which 
a child shows is often the direct result of reading 
disability. This can be readily understood by a 
consideration of what reading disability means. 
It is inability to read, despite school attendance 
and classroom instruction, and despite a mental 
age that is adequate for the comprehension of 
reading. In other words, reading disability is a 
marked discrepancy between intelligence and read- 
ing achievement. 


Reading disability is often found in very bright 
children, and may occur at any level of intelli- 
gence, from high grade moron to very superior. 
The incidence of reading disability is three times 
as great among boys as among girls; and a con- 
servative estimate places 12 per cent of the gen- 
eral population among those with some measure 
of reading disability. 

A child who does not learn to read may be mis- 
taken by his teacher for a mentally defective 
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child, and so treated, with results that are often 
disastrous to the child’s personality. One of the 
most difficult cases in the adult psychiatric clinic 
was that of a young woman with a reading dis- 
ability, who was mistakenly diagnosed as mentally 
defective in childhood and was treated as a men- 
tally defective individual by her family and as- 
sociates. 


A child may sometimes successfully conceal his 
inability to read by memorizing the entire first 
grade reader. The teacher may be quite unaware 
of his disability and may promote him to the 
second grade. From this point on, however, fur- 
ther progress is blocked unless the reading dis- 
ability is recognized and remedial instruction in 
reading is begun, for it is impossible for any 
child to memorize the reading lessons of the sec- 
ond grade and the higher grades. 


A child with reading disability must be taught 
individually by special methods adapted to his 
particular difficulties. Without these special 
methods, a child such as we have been discussing 
will repeat the second grade several times, and 
may then be placed in the next grade where the 
same repeated failure will be experienced. The 
final result for this child may be placement in 
a special class for defectives despite the fact that 
he has a normal intelligence quotient. Another 
possibility is that such a child may leave school 
as soon as he is old enough to do so, without hav- 
ing advanced beyond the second or third grade, 
without having learned to read and write, and 
without being equipped to earn his living. Such 
persons often develop antisocial behavior in later 
life. 


The entire problem of reading disability is bound 
up with that of individual difference, and these 
individual differences will determine a particular 
child’s reaction to his reading disability. He is 
reacting to repeated failure, represented by the 
reading situation, and the reaction may be ex- 
pressed in various ways: 


1. Aggression: In this type of reaction the 
child develops antagonism towards playmates, 
teachers, school, perhaps even toward parents and 
siblings. There may be constant fighting and the 
antagonism is sometimes transferred in later life 
to society in general. 


2. Withdrawal: The child may become intro- 
verted to the extent that he withdraws not only 
from the reading situation, but from participation 
in any activity. He may live in a dream world 
of his own fancy to such an extent as to provide 
the setting for the development of a more serious 
type of behavior disorder in later life; perhaps in 
early adolescence. 


3. Defeat: In this reaction the child gives up 
altogether; loses self confidence; develops feelings 
of inferiority. 
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4. Tension: The child becomes nervous, cries 
easily, develops many fears and reacts toward the 
school situation with apprehension and dread. 


5. Compensation: In this type of reaction some 
other skill is developed, such as ability in athletics, 
drawing, or arithmetic, and success along these 
lines compensates for failure in reading. 

Remedial reading instruction is hindered by 
these problems, and cannot be successful unless 
they are understood and treated, along with the 
reading disability. Both diagnosis and treatment 
of reading disability must be individualized. There 
is no one cause for reading disability. In every 
case it is a combination of causes, and the same 
combination operating to cause disability in one 
child may be present in another child without 
affecting in any way whatsoever his ability to 
read. 

Just as there is no one cause, there is no one 
plan of treatment for these cases. Remedial meas- 
ures are planned very carefully after a thorough 
case study of the child; and are based on all the 
known factors in his physical make-up, emotional 
make-up, school and home environment, and all 
other relationships in which he is concerned. 


Some of the points mentioned in regard to 
reading disability may be illustrated by a case 
still actively in our child psychiatric clinic. 


CASE REPORT 


J. A. was referred to the child psychiatry clinic 
two years ago by the school principal, as a child 
failing in his class work and having particular 
difficulty with reading. There were no behavior 
problems mentioned, but the school considered him 
very dull and perhaps mentally defective. On the 
basis of psychologic testing, J. A. was found to 
have high average of intelligence, together with 
a very serious reading disability. His arithmetic 
achievement was third grade level, but reading 
ability was low first grade level. His older brother 
did very well in reading, and there was some indi- 
cation of antagonism between the two boys. 

Remedial instruction was begun and has been 
continued for a total of about 30 hours over the 
two year period. Because of this instruction he 
has made his grade each year and is now in the 
fifth grade with third grade reading ability. 

As the remedial instruction progressed various 
indications of behavior difficulties were noted. He 
was involved in two episodes of petty thefts. He 
has developed a habit of crying without provoca- 
tion, seems to have developed some inferiority 
feelings, and seems to crave affection which his 
mother is unable to display. He is very quiet and 
reticent and difficult to draw out. It was learned 
that a very unhappy home situation existed. The 
parents had never made a good marital adjust- 
ment, were unhappy together, and both were emo- 
tionally unstable. Dr. Hamann persuaded the 


587 


mother to enroll in our adult psychiatry clinic as 
a patient, and she has seemed to derive consider- 
able help from doing so. She, like J. A., is reti- 
cent, sensitive, and undemonstrative. 

The home situation seems to be a definite and 
important factor in J. A.’s problems. In addition 
to the home factor, other contributing factors to 
his reading disability are the following: 


1. Poor foundation in reading caused by long 
absences during the first year of school: Instead 
of repeating the grade he was promoted without 
having learned to read and was unable to do the 
work of the second grade. 


2. Lack of recognition and understanding of his 
disability by his parents and teachers: He was 
frequently punished for not doing better school 
work in the lower grades, and it was not realized 
that he had a reading disability. 

3. Visual difficulty: He did not receive glasses 
until he had been in school for several years. 
Visual difficulty is still a factor in the case. 

4. Other physical problems: These have played 
a part in his difficulty. One physical factor, of 
which we were unaware was only recently dis- 
covered by the department of preventive medicine. 

Both remedial reading instruction and psychi- 
atric treatment were directed toward preventing 


J. A. from developing either the withdrawal type 


of reaction or the defeat reaction. He had shown 
some tendencies along both lines, but we think 
treatment has been successful in preventing the 
actual development of these types of behavior. 

This case of J. A. illustrates the complexity of 
factors involved in any case of reading disability. 
It also illustrates the long-time treatment that is 
necessary for such patients. Although he has 
received 30 hours of remedial reading instruction, 
this is not sufficient to counteract the effect of 
lack of understanding and of inappropriate in- 
struction that had existed for more than five years. 

Clinical Syndromes of Pathologic Sleep (Dr. 
L. A. Golden): The peculiar varieties of patho- 
logic sleep can best be appreciated if the char- 
acteristics of normal sleep are first briefly re- 
viewed. Normal sleep is characterized chiefly by 
cessation of reactivity to events in the environ- 
ment, increased threshold for all forms of sensory 
stimuli and reflex irritability, and easy restora- 
tion from sleep to wakefulness. 


The intimate inter-relationship of the vegetative 
nervous system and normal sleep is clearly seen 
in the autonomic changes that occur in sleep. 
There is a slight rise in temperature, lowering of 
the blood pressure, slowing of the pulse, diminu- 
tion of the basal metabolic rate and miosis. A drop 
in the calcium level and diminution of the muscle 
tone also occurs. 

A clear understanding of the mechanism of 
sleep is still lacking, but we recognize it as one 
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of the numerous functions regulated by the hypo- 
thalamus, an extremely small structure weighing 
only four grams. Ingram, in a recent review of 
399 publications on hypothalamic experiments, 
states that from a maze of conflicting data abun- 
dant evidence emerges that stimulation of the 
hypothalamus in the posterior and possibly the 
lateral areas results in reactions which are largely 
sympathetic in nature. Stimulation of the hypo- 
thalamic area has produced such responses as 
struggling and clawing, intens¢ emotional activity 
with pupillary dilatation, erection of hair, strug- 
gling and spitting. Parasympathetic responses 
may also be elicited from anterior areas to in- 
clude depression of blood pressure, miosis, and 
slowing of respiration. 

There is also abundant evidence to suggest that 
temperature regulation, energy metabolism, salt 
metabolism, diuretic control and carbohydrate 
metabolism are all controlled from this area. 
Hypothalamic lesions have their effect also on 
ovulation, parturition and the reproduction cycle. 
Finally, the interaction of cortical and hypothala- 
mic forces influences emotional pattern and sleep. 
Hypothalamic lesions have frequently resulted in 
somnolence. Clinical examples of disturbance in 
this sleep regulatory function of the hypothala- 
mus stimulated this present report of two cases. 

The evidence that the hypothalamus is concerned 
in the regulation of sleep has been overwhelming 
and is derived from experiences with epidemic 
encephalitis, tumors affecting the region of the 
third ventricle, direct electrical stimulation of these 
areas and experiments with calcium chloride and 
potassium chloride injections into the cistern or 
ventricle. 


Pathologic sleep often occurs in the form of 
attacks of irresistible sleep under conditions which 
normally favor a state of wakefulness. A well 
recognized syndrome of such pathologic sleep is 
known as narcolepsy. A patient suffering from 
this disorder is subject to attacks of sleep, drowsi- 
ness or trance-like states which are difficult for 
the patient to control. Consciousness may be lost, 
but at times the patient may hear everything that 
goes on about him. The attacks of extreme sleep 
occur at any time, such as during the acts of 
eating, dancing, working, walking or conversation. 
Narcolepsy is often associated with a closely allied 
disturbance of tone in the muscular system, known 
as cataplexy. This may vary from simple weak- 
ness in the knees to transient attacks of complete 
atonia or weakness and staggering. 

The “narcoleptic” attacks as described in the 
literature seldom last more than a few minutes. 
The sudden loss of tone which may occur with 
the narcoleptic syndrome may develop under the 
stress of emotion as laughing, anger, or excite- 
ment. The individual then suffers a dissolution 
of posture, the lower eyelids, jaw and head droop, 
the lids sag and the patient may fall to the ground 
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and even injure himself. Unable to speak, he may 
find that consciousness is retained. These sudden 
seizures of tonelessness under stress of emotion 
are thought to be related to the weakness felt on 
excessive hearty laughter or emotion in the nor- 
mal person. 

Levine has suggested a close relationship be- 
tween this atonic condition and narcolepsy in his 
observations on sleep paralysis, a state of tempo- 
rary tonelessness preceding or following sleep in 
which the patient finds himself unable to move a 
muscle. Adis believes that narcolepsy, cataplexy 
and sleep paralysis are all due to “inhibition” 
acting on different parts of the central nervous 
system. 

Pathologic sleep has been noted following epi- 
demic encephalitis, trypanosomiasis, soporific 
drugs, hysteria, tumors and vascular lesions in- 
volving these subcortical areas. In many cases 
the etiology cannot be demonstrated and we are 
forced, as in some cases of epilepsy, to call such 
pathologic sleep “idiopathic narcolepsy.” Wilson’s 
classification is satisfactory for clinical purposes. 
He divides the syndrome into: 

1. Recurring attacks of sleep with: 

(a) Attacks of tonelessness (cataplexy) ; 

(b) Without tonelessness. 

Sleep attacks of continuous duration: 

(a) Day and night slumbers merging into 
continuous sleep; 

(b) Continuous sleep 
months or years. 


lasting for weeks, 

In the narcoleptic syndrome the patient usually 
falls asleep gradually, the head lowers on the 
neck, the muscles relax gently and the head drops. 
The eyelids close, breathing becomes slow, irregu- 
lar, and the pulse is slowed. There is no altera- 
tion of color. The body may fall to the floor or 
sprawl in the chair. Reflexes are usually quite 
normal, the pupils react to light and forcing the 
lids open reveals that the eyes are rolled up in 
Bell’s position. Awakening is easy by slight 
noises, such as slamming a door or calling the 
name. The voice may be husky and considerable 
effort is exerted to look at the examiner or main- 
tain a conversation. 

Grinker states that only some 36 cases of narco- 
lepsy with cataplexy had appeared in the litera- 
ture up to 1937. This number is low when com- 
pared to the cases appearing in the more recent 
literature. 

The treatment of pathologic sleep has often been 
unsatisfactory and until recently, no treatment was 
available. With the introduction of ephedrine it 
was possible to prevent attacks of sleep in a 
moderate number of cases and benzedrine sul- 
phate, introduced in the past three years, has 
aided an additional number. In many cases 
neither of the drugs has been of much avail. 

I am presenting tonight two examples of patho- 
logic sleep of the idiopathic type. The first one 
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presents a clinical picture of pathologic sleep 
which has not been described in the literature as 
far as I have been able to ascertain. The second 
case illustrates the usual clinical syndrome of 
“narcolepsy and cataplexy.”’ In both cases “sleep 
paralysis” as described by Levine also appeared 
on occasion. Case number one is of additional 
interest because prostigmine sulphate was used 
in the treatment apparently for the first time. 


CASE REPORT NO. 1 

The patient, M. W., a slender young woman of 
21, appearing somewhat listless and mildly drowsy 
in her manner, complains in a soft, tired voice 
as follows: 

“T suddenly get sleepy and tired, I feel like I 
am going into a trance, in a haze, but I am not 
particularly worried and everything seems all 
right. All my limbs seem to be affected equally. 
I have sometimes fallen asleep and fallen right 
out of a chair while eating. Nearly all of my 
attacks last several hours. I can tell you every- 
thing that happens during the attack, but I seem 
to be unable to pull myself together and talk or 
answer questions. My head feels very heavy. 
Sometimes it is only sleepiness and weakness, other 
times it is sleepiness and complete inability to move 
my muscles. Often my eyes feel like they are 
crossing and I see double.” 


Past History: The patient was born in a South- 
ern city and has had the usual childhood diseases 
without any serious complications. She went to 
school and successfully completed high school edu- 
cation. Neither she nor her parents feel that she 
has ever shown any undue anxiety or nervousness. 
She apparently has led a perfectly normal life, 
being fond of all sorts of sports and social events. 
She has had many friends and until her present 
illness was seldom ill. Careful inquiry failed to 
reveal any suspicious history or encephalitis. The 
attacks of measles, scarlet fever and mumps which 
occurred during childhood were of short duration 
and without complications. She began work at 
the age of 16, as a salesgirl. She married at the 
age of 17, but divorced her husband three years 
later due to incompatibility. There has been no 
history of any headaches or paralysis. 

Present Illness: Until two years ago the patient 
states that she felt quite well. However, one day 
while on the street-car going to her work as a 
clerk in a department store she suddenly became 
very sleepy, went limp all over and collapsed in 
the seat. She was taken to a hospital where she 
was kept under observation for four days. About 
the fourth day she got over her sleepiness and her 
limp state and returned home. The second attack 
came several months later and it again occurred 
in the morning on the way to work, but had worn 
off before she eventually got downtown. That 
night, however, when she arrived home she gradu- 
ally began to feel very sleepy, tired and heavy. 
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She went to bed and woke the following morning 
feeling quite weil. Since then she has had attacks, 
at irregular intervals, of sudden sleep accompa- 
nied by tonelessness occurring on the streets, at 
home, in automobiles and many other circum- 
stances in which she suddenly collapses and 
crumples up in a heap. Often after a short period 
of fifteen or twenty minutes she begins to feel 
better. At times these attacks have lasted for 
several days. Occasionally she has attempted to 
fight off the feeling of sleepiness and has some- 
times been apparently successful in preventing 
them. In spite of these attacks she continued to 
work until they became so frequent that she had 
to stop. 


Treatment: Following her first attack two years 
ago she was seen in consultation by Dr. G. C. 
Anderson who made the diagnosis of narcolepsy 
and put her on ephedrine. With moderate doses 
of ephedrine she improved for a long period. 
During a visit to Mexico she began to feel so 
well that she stopped taking the ephedrine. Fol- 
lowing her return home, however, she again began 
to have these attacks. She was placed on benze- 
drine sulphate, 20 mg. daily, morning and noon, 
which however, did not prevent her attacks. On 
three occasions she was carried into my office 
apparently asleep and cataplectic. On the first 
occasion I injected subcutaneously 1 c. c. of 1-4,000 
prostigmine sulphate. There was no response on 
the part of the patient for an hour. At the end 
of an hour I reveated the dose and sent her home. 
Subsequently she reported that about a half hour 
after she arrived home she suddenly seemed to 
wake up and the strength and tone return to the 
limbs. She remarked that this was unusual since 
many of her attacks lasted for hours. She was 
placed on prostigmine sulphate tablets, one three 
times daily. She returned, however, the next week 
in another attack of complete narcolepsy with 
cataplexy and was carried in by several friends. 
On this occasion her mother and aunt, who had 
witnessed the sudden revival last week following 
her prostigmine sulphate injection, requested that 
I give her some of the same medicine. On this 
occasion I used the 1-2,000 solution and injected 
it intramuscuarly into the hip. In five minutes 
the patient quickly recovered. She stated that 
this was the first time that an attack had been 
terminated so quickly. In describing her feeling 
following injection, she stated that very slowly 
she began to feel less sleepy and stronger so that 
she could open her eyelids without much trouble 
and move her head on her pillow, and in a few 
minutes she felt her normal strength coming back 
into her arms and legs. She found she was able 
to walk perfectly well at the end of about five 
minutes. She was then placed on prostigmine 
sulphate 30 mg., three times daily, and has con- 
tinued to feel fine since that last occasion. The 
fact that an injection of prostigmine sulphate pro- 
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duced unusually quick relief of symptoms in this 
patient suggested the possibility that prostigmine 
sulphate may turn out to be of value in this con- 
dition as well in myasthenia gravis. It seems 
difficult to explain the results of prostigmine sul- 
phate in this patient with narcolepsy and cat- 
aplexy in the manner in which Foster Kennedy and 
Alexander Wolf explained its action in myasthenia 
gravis. In the latter disease the site of the dis- 
order is agreed upon at present to be at the myo- 
neural junction, while the symptomatology of 
narcolepsy with cataplexy suggests disturbance in 
the hypothalamic region. The authors state that 
in myasthenia gravis prostigmine facilitates the 
action of the “vagus stuff.” It is possible that 
prostigmine exerts its influence not at the myo- 
neural junction as in myasthenia, but at the site 
of the vegetative centers in the hypothalamus. It 
is obvious that more observation is necessary of 
the effect of prostigmine sulphate in narcolepsy 
and cataplexy. After three months of prostigmine 
therapy, I was forced to put her back on benze- 
drine sulphate and ephedrine, as the prostigmine 
had apparently ceased to be useful. On six benze- 
drine sulphate tablets of 10 mg. each, and three 
% gram ephedrine sulphate capsules, she suc- 
ceeded in remaining free from attacks. 


CASE REPORT NO. 2 

A. P., a man of 38, a private investigator by pro- 
fession, has been suffering for nine years from 
attacks of overpowering drowsiness and sleep. He 
has had several attacks daily, occurring at such 
awkward moments that they seriously interfere 
with his work. In addition, he complains of sud- 
den “weakness” under emotional stress. He repre- 
sents the usual type of narcolepsy described most 
often in the literature. He is of special interest 
because a sister has similar attacks. His com- 
plaints are as follows: 


“It comes over me at any time, regardless of 
what I do, while moving, standing, reading. As 
soon as I have a sleepy spell, I feel like I’m in a 
dream. I become very sleepy playing cards and 
nothing seems to have any effect. They seem 
overpowering when they strike me. I feel better 
after five or ten minutes, then I’m again wide 
awake. Sometimes I don’t realize that I have 
fallen asleep, and the next thing I know I am 
waking up. I have wrecked a car several times, 
but was drinking. It seems like alcohol precipi- 
tates a spell. They usually occur close to 11:00, 
but can come on any time. 


“Something humorous produces a momentary 
sudden weakness. If it is something funny, I feel 
I may fall, but the spell is over too quickly. It is 
the same with anger, if I’m riled it seems I get one 
weakness after another, repeatedly. 

“In these daily overpowering sleep attacks, I at 
once go into a dreamy state. I am depressed 
easily, and am emotional about lots of things.” 
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Past History: He was born in New Orleans, 
the only boy and the youngest of six children. He 
was puny in childhood and has always suffered 
from headaches “attributed to stomach trouble.” 


He has been self-conscious about “acne” on face 
and one testicle was undeveloped at birth. He 
played with children and was not seclusive. He 
has been a private investigator for about fifteen 
years. 

One sister was committed to De Paul Sani- 
tarium; now fully recovered. She was “very re- 
ligious.” He has one sister very much overweight 
who has the same overpowering sleepiness. She 
also falls asleep in card games, while eating, or 
riding in street cars. No epilepsy in family known. 
Neurologic examination was negative. Physical 
examination by an internist was negative. 


Treatment: On three capsules of ephedrine sul- 
phate (% grains each), he has successfully main- 
tained his normal wakefulness, and has had no 
toneless attacks. His response to treatment was 
quick and very satisfactory as he is now enabled 
to do his work well, and without fear of attacks. 

SUMMARY 

Two cases have been presented as examples of 
disturbance in hypothalamic function, resulting in 
pathologic sleep, and alteration of muscular tone. 

The temporary value of prostigmine sulphate in 
case one suggests need for further study of its use 
in narcolepsy and cataplexy. 

The necessity of using large amounts of benze- 
drine sulphate to prevent such attacks raises the 
question as to the possibility of serious changes 
from the continued use of the drug. It is interest- 
ing that, despite these large doses of benzedrine 
sulphate, normal night sleep is not interfered 
with. This contrasts with the complaints of sleep- 
lessness by people who take benzedrine sulphate in 
the afternoon or evening for other conditions and 
in far smaller amounts. The significance and 
interpretation of such differences must await fur- 
ther investigation. 

Some Observations on a Case of Alcoholism (Dr. 
H. L. MacKinnon): An intelligent, cheerful, ro- 
bust, married, young man entered the Hutchinson 
Memorial Neuropsychiatric Clinic on January 30, 
1940. He sought help in alleviating his increas- 
ing alcoholic indulgence and his overwhelming de- 
sire to drink. He readily agreed to total abstinence 
while under our observation. 

No physical or neurologic abnormalities were 
noted, and the laboratory findings were within 
normal! limits. During the course of eight visits, 
at which he reported faithfully with no delinquen- 
cies, the following story was gradually unraveled. 

When the patient was four years old his mother 
and father were separated. He had always been 
instructed to tell others that his father had died, 
but he knew this was not true. He resented con- 
siderably the bragging of the other fellows about 
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their fathers. He remembers well that he would 
“nick” many fights with his schoolmates, and that 
as a rule he would get the worst of them. Occa- 
sionally, he fought with larger girls and received 
thrashings from them. The more he was beaten 
the more determined he was to get revenge and 
“lick” the other fellows. 


At about the age of ten, he began to demand 
things of his mother. If refused, he became quite 
antagonistic. Often he would tell her that she 
was responsible for his father having left her, 
that she did not understand men or boys. He 
knew that this was one way to get what he wanted. 

The patient started drinking while in high 
school, at the age of sixteen. At first, alcohol 
made him quite sick and he looked up to his school- 
mates who could “take it like men.” He was 
proud of his achievement the first time he did 
not become sick. 

At 25 he married a divorced woman, who had a 
five year old child. She accompanied him on many 
of his bouts, but stopped her own drinking when 
she became pregnant some two years afterward, 
and she has not since indulged to any appreciable 
extent. 

For the past few years the patient has been 
drinking quite heavily several nights a week. He 
states he would usually feel an overwhelming de- 
sire to drink but he always felt he would stop 
after a few drinks. He never did, however, always 
consuming twice as much as any of his friends. 
Only on rare occasions would he drink by himself, 
and apparently he has not felt the need of a 
morning “pick-up.” 

The patient states that he has only taken drinks 
once since coming to the clinic, and that on this 
occasion he became sick and vomited after three 
drinks. He says that he has felt better, and that 
he has more confidence in himself. He noticed that 
he began to take more interest in his business and 
the courses he is taking in Commercial Law and 
Public Speaking. Furthermore, he has begun to 
pay off debts which he had accumulated. Of 
course, to predict any eventual outcome would be 
mere speculation. 

There was, in this patient, an early and bitter 
antagonism connected with the loss of his father. 
He was jealous of other boys who had fathers and 
resented this even to the point of actually fighting 
with them. There was a similar envy of those 
high school classmates who could “hold their 
liquor” and who were famous for their escapades. 
To drown his own inferiority, he sought a means 
to emulate them. Thus, he soon became ac- 
customed to drinking twice as much as anyone else. 

Such a reaction follows rather closely the pat- 
tern Dr. Karl Menninger has expressed in regard 
to chronic alcoholism which he has very aptly re- 
ferred to as a form of slow suicide. He points 
out that to the alcoholic, alcoholism is the lesser 
of two evils in that it keeps him from realizing 
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his inward, hidden antagonism. He believes that 
such individuals are neurotic, that they have be- 
come “fixed” on an infantile plane and that there 
is usually an overdeveloped attachment to the 
mother. 


Diethelm states that “A patient should be con- 
sidered a chronic alcoholic when he harms himself 
or his family through the use of alcohol and can- 
not be made to realize it, or when he no longer has 
the will or strength to overcome his habit.” Other 
definitions of the alcoholic are based on accounts 
of liquor consumed, or on the length of time of 
indulgence, or on the results manifested by con- 
tinued use of the toxic agent. Strecker dis- 
tinguishes the “normal’’ drinker who drinks to 
make a pleasurable reality more pleasant from 
the “abnormal drinker” who drinks to escape from 
a painful reality. Whatever the definition, most 
authorities agree that alcoholism is a symptom of 
an inward conflict or neurosis. 


The treatment of alcoholics in the acute stage 
can be accomplished in an institution. After with- 
drawal of the drug, supportive measures are in- 
dicated. Fluids, intravenous glucose, vitamins, 
and salt are helpful. Spinal punctures with reduc- 
tion of increased pressure are sometimes per- 
formed. Continuous tub baths are preferable to 
straight jackets and similar means of restraint. 
If sedatives are needed, the less toxic ones such 
as paraldehyde are best. Usually, the patient will 
be clear in 48 hours after such a regimen is insti- 
tuted. 

To discharge a patient at this point would be 
like releasing a syphilitic after the chancre had 
disappeared, or like arresting a case of acute 
poliomyelitis and paying no attention to the resi- 
dual paralyses. Several months to a year or more, 
filled with therapeutic interview, psychoanalytic 
or otherwise, are necessary to work out the causa- 
tive agents underlying the disease of which alco- 
holism is the manifest symptom. And even then, 
the prognosis for the majority of those individuals 
is poor although perhaps a fourth of them are 
“cured.” 

In the final analysis, alcoholism is probably too 
heavy a burden for the shoulders of the physician. 
It is true that he could be helped by measures 
which would aid in prevention and control. Early 
recognition and the realization of the need for 
treatment would be quite valuable, but these are 
social as well as medical problems. 

The Meaning of Symptoms (Dr. J. M. Wallner): 
I had hoped to discuss schizophrenia tonight with 
emphasis upon early diagnostic criteria, but 
learned only three hours ago that the patient I 
wished to present could not appear. I would like, 
therefore, to postpone such discussion until a 
later occasion, when case demonstration may be 
available. This patient did present a complaint, 
however, which suggested a subject worth mention- 
ing here, namely, the meaning of symptoms. I 
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believe that the physician should constantly keep 
in mind the significance of symptoms not only 
with respect to the organs implicated, but also 
with respect to the persons. The questions, do the 
symptoms offer the individual any relief from un- 
pleasant tasks or stresses, do they increase the 
attention and sympathy shown him, do they help 
avoid reality or lessen responsibility, often shed 
light upon situational or emotional factors that 
loom large as etiologic or precipitating agents 
in the illness. 

In our patient, for example, suddenly failing 
vision first brought him to a physician, and then 
to the clinic. No organic pathology could be 
demonstrated, and the vision cleared rapidly dur- 
ing initial studies. When we consider the setting 
in which this symptom developed it becomes more 
intelligible to us. He is an 18 year old white boy, 
of good family, described by his mother as with- 
drawn, timid, and interested in drawing, music, 
and reading. In 1939 he graduated from high 
school and entered Tulane University. In a month 
he had been in and out of two schools of the Uni- 
versity and was advised to enter Delgado Trade 
School. Because of his interest in drawing, he 
studied draughtsmanship but did so poorly that 
he was advised to consider another course. He had 
always taken pride in his “talent” for drawing 
and this was quite a blow to him. Faced then, 
with the evidence of inability, but convinced of 
his “talent”, his failing vision proved a temporary 
compromise to his dilemma, and furnished an ex- 
cuse for his failure. Further studies and his sub- 
sequent course established the diagnosis of schizo- 
phrenia, with hysterical features. 


We see numerous examples of similar symptom 
formation in absence of organic pathology in our 
patients. For example, a ten year old white girl 
was brought to a clinic because of increasing in- 
ability to read, of a year’s duration. There was 
obvious discrepancy in her sight when tested, and 
when casually observed, the visual fields demon- 
strated tubular vision. Plain glasses were of- 
fered with a suggestion of benefit resulting im- 
mediately in normal fields and 20/20 vision. The 
symptoms were found to mimic the marked myopia 
of her father, and date from shortly after the be- 
ginning of the school year. She was one of two 
children in the fifth grade of a one-room country 
school, and there was a spirited rivalry between 
them. She was very disappointed the year prior 
in being surpassed by the boy, as she had studied 
throughout the summer vacation to be better pre- 
pared for the fifth grade. When the first reports 
came out indicating she was still inferior to him, 
she became more tense, nervous, irritable, and be- 
gan to complain in school of failing vision, which 
progressed to the point of complete inability to 
read. Factors beyond our control militated 
against causal therapy in this case, but sugges- 
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tion and advice to the family sufficed to render 
her symptom free for the past year. 

In the spring of 1936, a 19 year old white girl 
in her second year in college, was admitted to the 
Colorado General Hospital in Denver with the 
diagnosis of inoperable brain tumor. For the 
previous six weeks she had been bedfast, unre- 
sponsive, incontinent and mute. She lay in flex- 
ion, on her right side, with eyes rolled up and 
out, and life was maintained by nasal and intra- 
venous feedings. Careful study failed to demon- 
strate organic signs, and definite hysterical com- 
ponents were noted in the picture presented. She 
was told that all findings were negative, that she 
had no brain tumor, that a graduated program 
would enable her to eat the second day, to sit up 
the third day, and walk on the fifth. She came 
through on schedule, within a week was in full 
activity on the ward, and looked forward to return 
to college. 

What did an illness of such magnitude mean to 
this girl? She was one of twins, raised since 
infancy by a Victorian grandmother, who ruled 
with a very firm hand. The girls, although in a 
University town, were forbidden the normal par- 
ticipation in play and later in the social life of 
their neighbors and classmates. The one twin, 
the more outspoken of the two, finally frankly re- 
belled, left home at the age of 16, and is success- 
fully supporting herself in Ohio. Our patient, 
torn between love for sister and obligation to 
grandmother, continued at home, although with in- 
creasing tension and depressive spells. She often 
contemplated running away, more frequently she 
considered suicide. A recent situation, in which 
participation in college activities was forbidden 
by the grandmother, precipitated the marked with- 
drawal and regressive phenomena which resulted 
in the picture of apparent brain tumor. The 
patient admitted her difficulties with mixed feel- 
ings, alternating expressions of duty and obliga- 
tion to grandmother with marked resentment and 
even hatred for her puritanical views and the 
separation of the twins. The patient has since 
completed her studies, is teaching school, and has 
been symptom free for almost four years. 


The stomach ache of the boy who has failed to 
prepare his lessons, the examination diarrhea of 
students, the palpitation and dry mouth of the 
young speaker, are commonly accepted examples 
of physiologic repercussions to emotional stress. 
We should not overlook similar reactions, although 
widesweeping and severe, in those of our patients 
in whom the findings do not adequately account 
for the gastric or cardiac symptoms. It is not 
enough to dismiss such a patient with the state- 
ment that “there is nothing wrong with you” or 
“it’s your imagination.” There is something 
wrong, otherwise the patient would not come to 
the physician. Nor is it enough to suggest that 
the symptoms will disappear, or to prescribe some 
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simple medication with that suggestion. Such 
symptomatic therapy, while it may remove the 
presenting symptom, does nothing to the under- 
lying psychopathology, and leaves open the door 
for further complaints in the face of continued or 
additional problems. Of no little harm is the fact 
that such therapy often helps establish ‘the 
patient’s conviction that he must have organic dis- 
ease, otherwise medication would not be prescribed. 
Witness the patient of 38 who still vividly recalls 
his first attack of palpitation at the age of 19, 
while reading; his relief at being told by his 
physician that his heart was normal, and his con- 
cern when, nevertheless, he was given a prescrip- 
tion to take for his heart. The next 19 years saw 
a stream of visits to physicians and hospitals, to 
allay his cardiac symptoms. His anxiety state by 
no means began with that incident, but much of 
what happened thereafter might have been pre- 
vented if time had been taken to correlate the 
complaint with some of the patient’s previous ex- 
periences and feelings. At the age of 38 it took 
six weeks of intensive work in a psychopathic 
hospital to give him merely symptomatic relief and 
enable him to work. 


In the hospital are two patients, not on our serv- 
ice, who raise interesting questions on examina- 
tion. All studies are negative, yet one, a 16 year 
old white girl, is admitted with “paralysis of right 
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arm and leg” which clears immediately only to 
return on the day of expected discharge; the 
other, an 18 year old white girl, has a “poker 
spine” of two and one-half years’ duration, which 
has persisted despite many consultations, long 
hospitalizations, plaster body casts and braces. 
The latter has obvious hysterical fainting attacks, 
has obtained more relief from suggestions and sub- 
cutaneous novocain than from nerve block for 
lumbar pain and immobility of the spine. Should 
not such symptoms call for more than a search for 
organic pathology? Is it not harmful to continue 
to treat blindly conditions that respond to 
another approach, symptoms that might represent 
a “secondary gain” to the patient? I believe ifi 
more consideration is given to the kind of person 
manifesting symptoms and the nature of the set- 
ting in which they arise, many of our “undiag- 
nosed” or “neurotic” patients will be treated with 
more understanding. 


These cases, mentioned as they come to mind, 
are perhaps, unusual and striking in their pre- 
senting complaints. I have selected them to hold 
your attention while I plead that you look for the 
meaning of symptoms to the patient. Perhaps, 
then, the psychiatric clinic will see an occasional 
patient in the first year of his illness, rather than 
in the fifth or tenth. 





Lh. 
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TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


CALENDAR 

Board of Directors, Orleans Parish Med- 
ical Society, 8 p. m. 

Clinico-pathologic Conference, 
Dieu, 8:15 p. m. 

Eye, Ear, Nose and Throat Staff, 8 p. m. 

Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

Hutchinson Memorial Clinic Staff, 8 
p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

Orleans Parish Medical Society, 8 p. m. 

Eye, Ear, Nose and Throat Society, 
8 p. m. 

Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2h Mi. 

Touro Infirmary Staff, 8 p. m. 

New Orleans Hospital Council, Baptist 
Hospital, 8 p. m. 

Hotel Dieu Staff, 8 p. m. 

Baptist Hospital Staff, 8 p. m. 

Charity Hospital Medical Staff, 8 p. m. 


April 


Hotel 


April 


April 
April 


April 10. 


April 11. 


April 15. 
April 16. 


April 17. Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

Charity Hospital Surgical Staff, 8 p. m. 
Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

I. C. R. R. Hospital Staff, 12 noon. 

New Orleans Dispensary for Women and 
Children Staff, 8 p. m. 

House of Delegates, Louisiana State 
Medical Society, Roosevelt Hotel, 
9:30 a. m. 

Louisiana State Medical Society, Roose- 
velt Hotel. 

Clinico-pathologic Conference, Charity 
Hospital and L. S. U. Medical Center, 
2 p. m. 

French Hospital Staff, 8 p. m. 

Louisiana State Medical Society, Roose- 
velt Hotel. 

Clinico-pathologic Conference, Touro In- 
firmary, 11:15 a. m. to 12:15 p. m. 

L. S. U. Faculty Club, 8 p. m. 


April 18. 


April 19. 


April 22. 


April 23. 


April 24. 


April 25. 
April 26. 


During the month of March, the Society held 
one regular scientific meeting and a special meet- 
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ing with the Louisiana Chapter of the National 
Gastroenterological Society. 

At the regular meeting held March 11, the fol- 
lowing program was presented: 

1. Samuel A. Cartwright and States-Rights 

Medicine. 

By Miss Mary Louise Marshall. 

Interesting Case Reports. 

Ruptured Infraclenoid Aneurysm: Dr. George 
Haik. (The case was presented by Dr. 
Anderson in the absence of Dr. Haik who 
was ill.) 

Dr. Allan Eustis presented another interesting 
case of ruptured liver that resulted from an 
accident with extensive hemorrhage in the abdo- 
men. 
3. Symposium on Liver Diseases: 
Etiology and Pathogenesis. 
By Dr. William H. Harris. 

Differential Diagnosis of Liver Diseases. 

Classification of Jaundice. 

By Drs. C. J. Tripoli and D. E. Fader. 

Basic Therapeutic Considerations in Diseases 

of the Liver. 

By Dr. Frederick F. Boyce. 


The following program was presented at the 
joint meeting of the Orleans Parish Medical So- 
ciety with the Louisiana Chapter of the National 
Gastroenterological Society held March 25: 

The Patient Who Refuses to Get Well in spite of 

Much Treatment. 

By Dr. Walter C. Alvarez, Rochester, Minne- 
sota, Professor of Medicine, University of 
Minnesota Graduate School, Minneapolis-Roches- 
ter; Editor, American Journal of Digestive 
Diseases. 


The following doctors were elected to active 
membership: Drs. Vincent P. Blandino and Wil- 
liam A. Sodeman. Dr. John D. Lane, Jr., was 
elected to associate; Dr. George F. Schroeder, to 


intern; and Dr. A. H. Gladden, Jr., to honorary 
membership. 


NEWS ITEMS 
Dr. John A. Lanford attended the meeting of 
the Board.of Directors of the American Society 
for the Control of Cancer, in New York City, 
February 29 to March 7. 


Dr. Alton Ochsner addressed the Stuart Clan on 
March 6. The subject of his talk was “Evolution 
of Twentieth Century Medicine.” Dr. Ochsner 
also gave a talk on cancer, March 13, at the meet- 
ing of the Mothers’ Club of the Sacred Heart of 
Jesus School. 


Dr. Waldemar R. Metz has been notified of his 
election to the Founders’ Group of the American 
Board of Plastic Surgery. 
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Dr. Nathan H. Polmer spoke on cancer control 
at a meeting of the McDonogh No. 14 Parent- 
Teacher Association, March 7. 


Dr. George W. McCoy attended the meeting of 
the Council on Pharmacy and Chemistry of the 
American Medical Association in Chicago, March 
7-9. 


Dr. Mims Gage read a paper before the Jeffer- 
son County Medical Society at Port Arthur, Texas, 
on March 11. His subject was “The Intra- 
abdominal Complications of Appendicitis.” 

Dr. Conrad G. Collins was elected to member- 
ship in the Tulane Chapter of Sigma Xi, national 
organization for the promotion of scientific re- 
search. 


On March 11, Dr. Joseph C. Menendez was 
elected President of the New Orleans Memorial 
Day Association. 


Dr. John H. Musser addressed the Woman’s 
Auxiliary of the Shreveport Medical Society on 
“State Medicine,” March 13. 


In connection with the educational campaign 
sponsored by the Louisiana Division of the 
Women’s Field Army of the American Society for 
the Control of Cancer, the following members gave 
talks before various clubs: Dr. Leon J. Menville, 
Health Builders’ Club, March 12; Dr. Alton Ochs- 
ner, Sacred Heart School Mothers’ Club, March 13; 
Dr. E. Perry Thomas, Parent-Teacher Association 
of the Thomas Jefferson School, March 14; and 
Dr. Francis L. Jaubert, Parent-Teacher Associa- 
tion of the Rudolph T. Danneel School, March 15. 


Dr. Roy E. de la Houssaye and Dr. William C. 
Rivenbark entered into a partnership agreement 
on March 1 for the practice of their specialty, 
pediatrics. 


Drs. George C. Battalora, George A. Mayer, 
Louis A. Monte, H. Ashton Thomas and Edwin L. 
Zander attended the meeting of the Lafourche 
Valley Medical Society at Thibodaux, March 13. 
Dr. Mayer presented a paper, “The Breech De- 
livery.” 

The Library is in need of current numbers of 
the Journal of the A. M. A. We have so many 
calls for these journals that extra copies are 
needed. Any members who do not keep files of 
this Journal and would be willing to give them 
to the Library as fast as they are received, or 
soon thereafter, are requested to communicate with 
Miss Marshall. 


Of interest to pediatricians, neurologists, plastic 
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surgeons, and otologists is the establishment in 
New Orleans of a school of speech correction at 
7931 Green Street, (Walnut 5375-M). Mr. and 
Mrs. M. R. Reed are college graduates and quali- 
fied teachers, having had experience and training 
in this type of work. 


TREASURER’S REPORT 
Actual book balance 1/31/40........................ $4,654.03 
February credits $1,259.02 


TE GIO shia antcndieinisriceemiiecnin $5,913.05 
February expenditures .............-22.....-..0:--+0+ $1,001.74 


$4,911.31 


Actual book balance 2/29/40 


LIBRARIAN’S REPORT 

During February, 43 volumes were added to the 
Library. Of these 23 were received by binding, 
9 by gift, 1 by purchase and 10 from the New Or- 
leans Medical and Surgical Journal. Notation of 
new titles of recent date is appended to this report. 

Members of the staff have collected material on 
the following subjects at the request of physicians: 

Ether convulsions. 

Arteriography. 

Shock therapy in dementia precox. 

Dublin treatment of eclampsia. 

Scotometry. 

Fluoroscopy. 

Stab wounds of the heart. 

Syphilis in otolaryngology. 

Wounds of the pancreas. 

Our records show that 1,012 books and journals 
have been loaned to physicians during the month. 
An additional 1,217 have been loaned to students 
for overnight use, giving us a total circulation of 
2,229. These figures do not include the great use 
of books and journals within the Reading Rooms. 

The meetings of the Southern Branch of the 
American College of Surgeons and the New Or- 
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leans Graduate Medical Assembly brought many 
visitors to the Library. In this connection, ex- 
hibits have been prepared of medical prints, a 
display of reprints representative of the many con- 
tributions of Dr. Matas to medical knowledge, and 
a group of original publications illustrative of the 
development of vascular surgery in the last cen- 
tury. These displays have aroused much interest 
among our visitors as well as students and our 
own physicians. 
NEW BOOKS 

Sappington, C. O.: Medicolegal Phases of Occu- 
pational Diseases, 1939. 

Ling, T. M.: Recent Advances in Industrial 
Hygiene and Medicine, 1937. 

Cole, L. G., and Cole, W. G.: 
the Story of Dusty Lungs, 1940. 

A. M. A. Council on Pharmacy and Chemistry: 
The Vitamins, 1939. 

A. M. A. Council on Pharmacy and Chemistry: 
Accepted Foods and their Nutritional Significance, 
1939. 

Florida Citrus 
Health, 1939. 

Harvey Society of New York: Harvey Lectures, 
1938-39, 1939. 

Coleord, J. C.: 

Ranson, S. W.: 
tem, 1939. 

Scudder, John: Shock; Blood Studies as a Guide 
to Therapy, 1940. 

Glasser, Otto: William Conrad Roentgen, 1934. 

A. M. A. Council on Medical Education and Hos- 
pitals, 1934-39, 1940. 

International Congress of Military Medicine and 
Pharmacy: Proceedings, 1939. 

U. S. Army: Report of the Surgeon-General, 
1939. 

American Urological Association, 
Branch: Transactions, 1939. 

Edwin L. Zander, M. D., 
Secretary. 


Pneumoconiasis, 


Commission: Citrus Foods and 


Your Community, 1939. 
Anatomy of the Nervous Sys- 


Western 
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THE PRESIDENT 


Dorman Bruister Barber, eldest son of Dr. 
Henry W. and Mattie Bruister Barber, was born 
at Butler, Alabama, March 8, 1900, fortunate, with 
his four brothers and one sister, in having a rural, 
natural environment in which to grow up. Like 
most American youths his early education was in 
the grammer school and high school of his com- 
munity, which education was rudely interrupted 
by the World War where, as a volunteer, he served 
in Battery E, 49th Field Artillery. He returned 
home after the Armistice and celebrated his eigh- 
teenth birthday on a transport. He attended the 
University of Alabama being graduated with the 
degree of Bachelor of Science and received his 
medical degree from Tulane University in 1926. 
He was in active practice at Selma, Louisiana, for 
more than two years, then moved to Alexandria 
where he has been in general practice since. In 
1930 he married Miss Olive Dean Cowley of Mans- 
field, Louisiana; they have two children, Dick 
aged 6 years, and Martha aged 3 years. He has 
been in organized medicine all the years he has 
practiced in the state, serving as secretary of the 
Rapides Parish Medical Society for two years and 
as its president in 1935. At the last meeting of 
the Louisiana State Medical Society in Alexandria 
in 1939 he was elected first vice-president and 


later in the year elevated to the presidency by ac- 
tion of the Executive Committee. 

Dr. Barber’s early years have helped mold his 
character; the necessary adjustments as a member 
of a large family and as a unit in a great army 
with the vicissitudes of war have taught him the 
trait of mixing well and pleasantly with his fel- 
lowman. He is liked by his neighbors and loved 
by his friends and patients. That love of nature 
which began in his youth does not grow less with 
the years and frequently finds expression as, with 
his rod and reel, he momentarily deserts his prac- 
tice and disappears in the wilderness. 


THE PRESIDENT’S LETTER 
Dear Members: 


This will be the last of the letters that will ap- 
pear from me as your president. May I take this 
means of thanking each and every member of the 
Society for the interest shown during my term of 
office, and for the many courtesies shown me in 
my visits over the state. I hope to see each and 
every one at the Annual Meeting. The program 
prepared will be one of the best, and will be well 
worth hearing. In addition to the scientific pro- 
gram, and probably the best part of a meeting, is 
the meeting of old friends who could not be seen 
otherwise. 

I had the pleasure of attending the New Orleans 
Graduate Medical Assembly during the last week 
in February, and must say that it was one of the 
best programs that it has been my pleasure to at- 
tend in a long time. It was my privilege to make 
a few remarks at the opening session, a luncheon 
for the general assembly. I was put on a rostrum 
with the guest speakers, nearly all of whom were 
professors in their chosen field. I was asked what 
was my particular line of work, and replied that 
I was just a country doctor. The feeling was such 
as the proverbial bull in a china shop must have 
endured. Needless to say, I have not lost my awe 
of professors, even to this day. 

It was my pleasure to have lunch with the new 
dean of Tulane, Dr. Lapham, who has recently 
succeeded Dr. Bass. I predict a successful admin- 
istration for him. Also, it was my pleasure to 
spend several hours with the dean of L. S. U. 
Medical School, Dr. B. I. Burns, who is also a 
capable administrator. The present cordial feel- 
ing and fellowship that exists between the two 
schools is gratifying to all. 

There have been but few meetings attended dur- 
ing the past month, except for the meeting of the 
Tri-Parish Society (Lincoln, Jackson and Union) 
which met at Ruston on March 19. Dr. Hum- 
phrey Hardy, of Alexandria, and Dr. M. H. 
Foster, also of Alexandria, accompanied me to that 
fair city. Dr. Hardy presented a talk on “The 
Conservative Treatment of Acute Peritonitis,” 
while Dr. Foster spoke about “Your Prostate and 
Mine,” both talks being excellent. The meeting 
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was held at the Ruston Hospital, and was well 
attended. Ruston is a nice little city, in the red 
hills of North Louisiana, and the home of Louisi- 
ana Tech. ; 

Information has come to my desk from the 
magazine “Modern Medicine” giving the results of 
their poll of 20,215 physicians in the United States, 
and seems to demonstrate conclusively that fed- 
eralized medicine is not gaining many adherents. 
The following is a quotation from their letter: 
“The balloting of 20,215 U. S. physicians demon- 
strates conclusively that federalized medicine is 
doomed in the U. S. because 85 per cent of the 
doctors would not cooperate with a federally con- 
trolled and administered legislative program tend- 
ing toward the drastic curtailment of the private 
practice of medicine. Furthermore, 88 per cent 
see in such a program a menace to the public 
health through the deterioration in the quality of 
the medical service available to most people in the 
United States; 85 per cent are united in the sup- 
port of the platfcrm of the American Medical As- 
sociation; and 88 per cent approve of its key 
points, namely, local responsibility for the delivery 
of medical care.” I cannot vouch for the accuracy 
of these figures, but they appear to be very plaus- 
ible. At any rate, we must constantly be on guard, 
first, to render such a high type of medical service 
that it would be foolish for any agency to attempt 
to alter our basic plan, and second, to convince 
our patients that our plan of individual service is 
the best for the patient. 

Again, thanking each and every one for the 
many courtesies shown me, and thanking all for 
giving me such an enjoyable year in the service of 
our Society, and hoping that this is only a begin- 
ning, 

I beg to be, 
Obediently yours, 
D. B. Barber, M. D. 


THE ANNUAL MEETING 
The time is rapidly approaching for the sixty- 
first annual meeting of the Louisiana State Medi- 
cal Society which is to be held in New Orleans, 
April 22-24, 1940, at the Roosevelt Hotel. 


Final details of an excellent scientific program 
have been arranged. The continued advance in 
therapeusis necessitates frequent attendance at 
medical meetings. Therefore the state meeting as- 
sumes a great deal of importance. Make plans 
early, so that you will be able to get away to the 
meeting. 

The state meeting is being dedicated to Dr. 
Rudolph Matas on the anniversary of his six- 
tieth year in practice. The annual orators will be 
Dr. Matas and Governor-elect of the State of 
Louisiana, Sam H. Jones. Three physicians of 
national prominence will address the society as 
pointed out in the Editorial Section. 
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Send in your reservations early, in care of Dr. 
J.C. Menendez, Roosevelt Hotel. A large registra- 
tion is anticipated, so plan on coming down early. 

L. H. Strug, M. D., 
Chairman of Publicity. 


COMPONENT SOCIETY OFFICERS 
1940 
IBERVILLE PARISH 

President: Dr. F. O. Tomeny, White Castle. 

Vice-President: Dr. Eugene Holloway, Plaque- 
mine. 

Secretary-Treasurer: 
mine. 

Delegate: Dr. Eugene Holloway, Plaquemine. 


Dr. E. C. Melton, Plaque- 


VERMILION PARISH 
President: Dr. Adolph Landry, Deleambre. 
Vice-President: Dr. G. L. Gardiner, Gueydan. 
Secretary-Treasurer: Dr. M. A. Young, Abbe- 
ville. 
Delegate: 
Alternate: 


Dr. G. L. Gardiner, Gueydan. 
Dr. Adolph Landry, Delcambre. 
SEVENTH DISTRICT 
Dr. L. J. Bienvenu, Opelousas. 
Dr. Charles Saint, Elizabeth. 
Dr. Ladislas Lazaro, Opelousas. 
Dr. S. F. Hatchette, Lake Charles. 
Dr. W. A. K. Seale, Sulphur. 
EIGHTH DISTRICT 
President: Dr. R. G. Ducote, Bordelonville. 
Vice-President: Dr. Swepson Fraser, Many. 
Secretary-Treasurer: Dr. H. H. Hardy, Jr., 
Alexandria. 
Delegate: 


President: 
Vice-President: 
Secretary: 
Treasurer: 
Delegate: 


Dr. J. T. Cappel, Alexandria. 
BI-PARISH MEDICAL SOCIETY 

A regular meeting was called to order by the 
president on March 6, 1940, at Jackson. After 
a bounteous repast in the East Louisiana State 
Hospital dining room and a vote of thanks ex- 
tended to the hospital for the many entertain- 
ments given the Society, the members retired to 
the staff room for the completion of the program. 

Minutes of the previous meeting were read and 
adopted. Committee consisting of Drs. E. M. 
Robards, C. S. Miller, and N. F. Stafford pre- 
sented the following resolutions on the death of Dr. 
J. J. Ayo, former superintendent of the hospital, 
which were adopted: 

Whereas, Since our last meeting, we have been 
reminded of the uncertainty of life and certainty 
of death in the passing from this earth on August 
17, 1939, of one of our most beloved members, Dr. 
Jackson J. Ayo, and 

Whereas, His worth as an upstanding exponent 
of organized medicine was known by every physi- 
cian in the State, his services to the State and 
Parish Medical societies being numerous, and 

Whereas, As a practitioner he had the love and 
respect of a large clientéle, and later served with 
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distinction as Superintendent of the East Louisi- 
ana State Hospital, and 

Whereas, We, his confréres, honcr his memory, 
and shall miss his guidance and congenial associa- 
tion, and 

Whereas, We bow in most humble submission to 
the will of the “Great Physician” Whose divine 
plan it is that we shall all pass on to the great 
reward prepared for us, 

Therefore, be it Resolved, That we the members 
of the Bi-Parish Medical Society express to his 
wife and family our deepest sympathy, and 

Be it further Resolved, That a copy of these 
resolutions be spread upon our minutes, a copy be 
sent to his wife and family, and a copy be sent 
to the New Orleans Medical and Surgical Journal. 

Dr. Rufus Jackson read an interesting and in- 
structive paper on non-virulent infections related 
to the nose and sinuses. Subject was freely and 
favorably discussed by the members present. A 
vote of thanks was extended Dr. Jackson for his 
excellent and timely paper. 

Next meeting will be held on the first Wednes- 
day in June, 7:00 p. m., at the East Louisiana 
State Hospital. 

E. M. Toler, M. D., Sec. 


LAFOURCHE VALLEY MEDICAL SOCIETY 

The Lafourche Valley Medical Society held its 
regular quarterly meeting at the Knights of 
Columbus home in Thibodaux, Louisiana on Wed- 
nesday, March 13, 1940 at 7:30 p. m. 

The following papers were presented: “The 
Breech Delivery” by Dr. Geo. A. Mayer; “The 
Treatment of Sinusitis with Sulfanilamide” by 
Dr. D. T. Martin. 

As usual, a good meal was served after the 
scientific program. 

Percy H. LeBlanc, M. D., Sec. 


THIRD DISTRICT MEDICAL SOCIETY 

The quarterly meeting of the society was held 
at the Charity Hospital, at Lafayette, on Thurs- 
day, March 14. 

The scientific presentations consisted of two 
excellent papers by guest physicians from New 
Orleans. Dr. Chaillé Jamison discussed “Acute 
Upper Respiratory Infections”; Dr. Michael De- 
Bakey discussed “Peripheral Vascular Disease.” 

R. Sidney Hernandez, M. D., Sec. 


REGIONAL FRACTURE COMMITTEE 
MEETING 

The Fracture Committee of the American Col- 
lege of Surgeons in Louisiana is desirous of aiding 
in the national movement to improve methods of 
transportation of the injured to hospitals. This 
refers particularly to methods of handling frac- 
tures by ambulance from the site of the accident 
to the institutions. 


Instructions by local physicians and by Red 
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Cross representatives in fixed traction methods 
will diminish suffering during transit. Enthusi- 
astic cooperation of the profession, industrial 
leaders, and public service groups, which includes 
highway patrolmen, police and fire departments, 
boy scouts, and the public school administration 
is necessary for the success of this movement. 

A meeting of the Regional Committee for the 
State of Louisiana will be held during the State 
Medical Society meeting. A demonstration booth 
will be found among the exhibits at the State 
Society meeting in New Orleans. 

The cooperation of the profession is necessary 
for the success of this mevement for public good. 

(Signed) Isidore Cohn, Chairman, 
W. Rogers Brewster, Secretary, 
State Regional Committee. 


AMERICAN ACADEMY OF PEDIATRICS 

More than 250 pediatricians and guest physi- 
cians of Region II of the American Academy of 
Pediatrics, met at the Edgewater Gulf Hotel, at 
Edgewater Park, Mississippi, on March 15 and 16, 
1940. The State of Louisiana was well represent- 
ed by members of the Academy and their guests. 

The program consisted of round-table and panel 
discussions as well as a series of papers. The 
Schools of Medicine of Tulane University and 
Louisiana State University contributed to the pro- 
gram through members of their faculties. Those 
attending from Tulane and participating in the 
program were: Dr. Maxwell E. Lapham, Dean 
and Professor of Obstetrics; Dr. Robert A. Strong, 
Professor of Pediatrics; Dr. Alton Ochsner, Pro- 
fessor of Surgery; Dr. William Harvey Perkins, 
Professor of Preventive Medicine; Dr. Mims Gage, 
Associate Professor of Surgery; Dr. Roy E. de la 
Houssaye and Dr. Julian Graubarth, Assistant 
Professors of Pediatrics; Dr. H. P. Marks, Dr. 
Richard P. Vieth, and Dr. J. D. Russ, Fellows in 
Pediatrics. Those attending and participating in 
the program from Louisiana State University 
were: Dr. Urban Maes, Professor of Surgery; Dr. 
Edwin A. Socola, Acting Director and Clinical 
Professor of Pediatrics; Dr. Ruth G. Aléman, In- 
structor in Pediatrics; Dr. Merrill Everhart, 
Instructor in Pediatrics, and Dr. Jack E. Strange, 
Assistant Professor of Pediatrics in the Graduate 
School. 

Dr. Laurence R. DeBuys, who served as Presi- 
dent of the American Academy of Pediatrics in 
1936-1937, presided during the afternoon session 
on Friday, March 15. 

Others from Louisiana who attended as mem- 
bers or guests were: Drs. Cecil Oliver Lorio, 
Sims Chapman, Rena Crawford, Maud Loeber, 
Emile Naef, Charles J. Bloom, Suzanne S. Schae- 
fer, Charles T. Williams, Clarence H. Webb, A. S. 
Albritton, L. J. Flax, Bertha Wexler-Goldstein, 
Edward Levert, B. J. LaCour, David Miller, H. 
Mazo, C. T. Morris, J. R. Powers, Adrian Rodri- 
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guez-Macedo, Frances Rothert, L. 
Virginia Webb. 

Region II of the Academy comprises the south- 
ern states from West Virginia to Texas. 


Williamson, 


THE FEDERATION MEETING 

One of the largest scientific meetings held in 
New Orleans in recent years was the Federation 
meeting which included the American Physiologic 
Society, the American Society of Biological 
Chemists, the American Society for Pharmacology 
and Experimental Therapeutics and the Ameri- 
can Society for Experimental Biology, from March 
13 through March 16. Indicative of the size of 
this meeting is the fact that there were 307 papers 
read in the various sections under physiology, as 
well as 73 read by title. - Before the Society of 
Biological Chemists appeared 117 essayists, while 
52 presentations were read by title. Before the 
pharmacologic group came 76 speakers who had 
also 24 titles which were not presented. There 
were 47 speakers before the American Society for 
Experimental Biology. This makes a total of 547 
papers read at this meeting or at least listed to 
be read. In addition there were ten demonstra- 
tions and nine different motion picture exhibits. 


VANDERBILT UNIVERSITY MEDICAL 
SCHOOL GRADUATE COURSE IN 
INTERNAL MEDICINE 
A course in internal medicine will be given at 
Vanderbilt University Medical School beginning 
July 1, 1940. The tuition fee is $300. Three Fel- 
lowships will be awarded under certain conditions 
relative to the applicants’ training and their recom- 
mendations. For the details of this course com- 
munications should be addressed to Dr. John B. 
Youmans, Director of Postgraduate Instruction, 

Vanderbilt University, Nashville, Tennessee. 


THE SOUTHEASTERN SURGICAL 
CONGRESS 

The Southeastern Surgical Congress met at 
Birmingham, Alabama, March 11-13. New Or- 
leans physicians appearing on the program in- 
cluded Dr. James D. Rives who spoke on the 
splenic anemias and Dr. Michael DeBakey whose 
subject was perforated peptic ulcer. Exhibiting 
in the scientific exhibits were Drs. Alton Ochsner 
and Michael DeBakey, Dr. Dean Echols, Dr. Neal 
Owens and Dr. Howard Mahorner. The C. Jeff 
Miller Memorial Lecture was delivered by Dr. 
James M. Mason of Birmingham. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 
The National Gastroenterological Association 
cordially invites you to attend its fifth annual 
convention to be held at the Hotel Roosevelt in 
New York City, June 4-6, 1940. A glance at the 
names of some of those men who are going to 
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participate in the scientific sessions of this con- 
vention will reveal some of the foremost specialists 
in the Western Hemisphere. 

Further information and program will be for- 
warded to you if you will address your request 
to Dr. Henry Kendall, Chairman of the Program 
Committee, 16 East 96 Street, New York City. 


NATIONAL PHYSICIANS’ COMMITTEE 

This organization has been formed, for the pur- 
pose of combating state medicine, by a group ef 
well-known physicians under the leadership of 
Dr. Edward H. Cary, Chairman, Dr. Austin Hay- 
den, Secretary, Dr. N. S. Davis, III, Treasurer, 
as well as Dr. John A. Hartwell, Dr. Roger I. Lee, 
Dr. A. McMahon, Dr. E. H. Skinner, and Dr. 
Charles B. Wright. The expenses of conducting 
the campaign which is under way have to be met 
by voluntary contribution and membership in the 
organization. Those interested in joining and 
furthering this work should communicate with 
Dr. D. I. Hirsch, Monroe; Dr. A. A. Herold, 
Shreveport; Dr. Gilbert C. Anderson, Dr. Clyde 
Brooks, Dr. J. H. Musser, or Dr. Alton Ochsner, 
New Orleans. 


AMERICAN HEART ASSOCIATION 
The sixteenth scientific sessions of the Heart 
Association will be held at the Hotel Roosevelt, 
New York City. The general cardiac program 
will be given on Friday, June 7, and the program 
of the Section for the Study of the Peripheral 
Circulation on Saturday, June 8. 


NEW ITEMS 

The American Medical Golfing Association’s 
twenty-sixth annual tournament will be held at 
Winged Foot Golf Club, Mamaroneck, New York, 
Monday, June 10, 1940. Winged Foot has two 
famous championship courses and a_ beautiful 
club-house. 

All members of the A.M.A. are eligible for Fel- 
lowship in the A.M.G.A. For registration applica- 
tion write the secretary, Dr. Burns, 2020 Olds 
Tower, Lansing, Michigan. 


The Directory of Medical Specialists is the only 
official directory of its kind and lists approxi- 
mately 14,400 diplomates certified by the twelve 
special American boards and one of the two affili- 
ate boards. The directory is edited by Dr. Paul 
Titus and published by the Columbia University 
Press, Morningside Heights, New York City. 


At a recent meeting in New Orleans, March 13, 
Dr. W. H. Sebrell, of the National Institute of 
Health, U. S. Public Health Service, was awarded 
the Mead Johnson and Company prize of $1,000 for 
the study of nutrition. 


The annual Stuart McGuire lectures, with which 
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the spring postgraduate clinics will be combined, 
are scheduled for April 16 and 17 at the Medical 
College of Virginia, Richmond. 


A recent poll made by a medical journal rela- 
tive to socialized medicine shows that throughout 
the country 85 per cent of the physicians would 
refuse to cooperate with federalized medicine. In 
the State of Louisiana 91 per cent of the doctors 
who were questioned likewise are not in favor of 
federalized medicine. 


The American Public Health Association has 
recently printed a report on the educational quali- 
fications of health officers. This report is dis- 
tributed free. Copies may be secured from the 
American Public Health Association, 50 West 50 
Street, New York City. 


The sixty-ninth annual meeting of the American 
Public Health Association will be held in Detroit, 
Michigan, October 8-11, with the Book-Cadillac 
Hotel as headquarters. 

MEDICAL TECHNOLOGISTS 

At the request of the Surgeon General of the 
Army and in compliance with its policy of coopera- 
tion with both the Army and Navy, the American 
Red Cross, as an expansion of its peace-time serv- 
ice for the military forces, has undertaken the 
enrollment ef various types of medical technolo- 
gists who are willing to serve in the medical de- 
partments of the Army and Navy if and when 
their services are required at the time of a national 
emergency. 

Technologists who qualify according to these 
general standards and who are willing to enroll 
for service as outlined above should communicate 
with The American National Red Cross, Washing- 
ton, D. C. 


A young physician is wanted in a suburban 
section of New Orleans, a community of some 
10,000 where only two physicians are now avail- 
able. Further information may be obtained at 
the office of the Journal. 


INFECTIOUS DISEASES IN LOUISIANA 

There was a continuation of the mild epidemic 
of influenza during the week ending February 17. 
There were 342 instances of this disease listed, 
followed by 283 cases of syphilis. The influenza 
epidemic was accompanied by a large number of 
cases of pneumonia as 97, more than double the 
five year average, patients were ill with this dis- 
ease in that particular week. Other diseases in- 
cluded were 28 cases of pulmonary tuberculosis, 
25 of cancer, 20 of gonorrhea, 17 of chickenpox, 
and 11 of whooping cough. Of the infrequently 
reported diseases of epidemic or infectious nature, 
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a case of typhus fever was reported in Calcasieu 
and one of poliomyelitis in Orleans. The week 
which came to a close February 24 showed a 
definite reduction in the number of cases of in- 
fluenza and pneumonia, 110 cases of the former 
and 67 of the latter being listed. Other prevalent 
diseases included 111 cases of syphilis, 20 of 
whooping cough, 28 of pulmonary tuberculosis, 25 
of chickenpox, 22 of gonorrhea, 20 of cancer, 18 
of measles, and 12 of scarlet fever. This week a 
case of typhus fever was found in each of three 
parishes, Acadia, Orleans, and Vermilion. The 
number of cases of influenza increased in the last 
week of the month of February, the week which 
came to a close March 2, there being 194 cases 
listed by the state epidemiologist. This disease 
was followed in frequency by 88 cases of syphilis, 
58 of pneumonia, 35 of pulmonary tuberculosis, 
28 of whooping cough, 18 of chickenpox, 17 of 
cancer, and 11 of scarlet fever. A case of typhus 
fever was found in Lafayette Parish; three cases 
of tularemia were reported by Orleans Parish, all 
imported, and one by Caidwell Parish. In this 
week, incidentally, only one case of typhoid fever 
was reported, and two in the week which closed 
March 9. However, in this latter week,-. there 
was still a goodly number of instances of influ- 
enza and syphilis, with 135 and 134 cases respec- 
tively. Other commonly reported diseases included 
52 cases of pneumonia, 38 of pulmonary tuber- 
culosis, 26 of scarlet fever, 22 of cancer, 13 of 
chickenpox, and 10 of gonorrhea. A case of 
anthrax was found in Lafayette Parish and one 
of tularemia in Pointe Coupee. 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reported that for the week ending Febr- 
uary 17 there were 242 deaths in the City of New 
Orleans, divided 165 white and 77 negro. Twenty- 
one of these deaths were in infants under one 
year of age. There was not a great deal of change 
in the mortality incidence in the city for the week 
of February 24. Of the 230 deaths, there were 
135 white and 95 negro, with 19 infantile demises. 
For the week ending March 2, there was a sharp 
decrease over the previous few weeks in the num- 
ber of deaths among citizens of New Orleans and 
surrounding parishes who had been sent in to 
Charity Hospital. There were 166 deaths, 112 of 
which were in the white and 54 of which were in 
the negro population. The infant mortality was 
12, one-third white and two-thirds negro babies. 
Further decrease in the total number of deaths in 
the city was found to have taken place in the week 
of March 9. There were 154 persons dying in 
New Orleans, divided respectively 99 white and 55 
negro. Thirteen of these deaths took place in 
small children, which, on being broken down, was 
found to be due to five white and eight colored 
deaths. 
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WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. S. M. Blackshear, New Orleans. 

President-elect—Mrs. Roy Carl Young, Coving- 
ton. 

First Vice-President—Mrs. H. O. Barker, Alex- 
andria. 

Second Vice-President—Mrs. 
Monroe. 

Third Vice-President—Mrs. 
Lake Charles. 

Fourth Vice-President—Mrs. 
Shreveport. 

Treasurer—Mrs. W. R. Buffington, New Or- 
leans. 

Recording Secretary—Mrs. E. C. Melton, Plaque- 
mine. 

Corresponding Secretary—Mrs. C. 
New Orleans. 

Parliamentarian—Mrs. 
port. 

Historian—Mrs. Joseph Bath, Natchitoches. 

AMONG THE AUXILIARIES 
CADDO PARISH 

The Woman’s Auxiliary to the Caddo Parish 
Medical Society held one of the most interesting 
meetings of the year in Shreveport on March 13 
in the auditorium of the new Louisiana State 
Exhibit Building. This was an open meeting to 
which were invited several women from each club 
in the district. 

Dr. J. H. Musser, of New Orleans, spoke on 
“The Problems of State Medicine and How the 
Doctor Looks at Them.” Dr. Musser’s talk was 
both informative and interesting. A large number 
of women and doctors attended. 

Mrs. N. J. Bender, 
Press and Publicity Chairman. 


Cc. U. Johnson, 


W. P. Bordelon, 


T. E. Strain, 


R. Hume, 


A. A. Herold, Shreve- 


CALCASIEU PARISH 

The Calcasieu Parish Auxiliary entertained the 
auxiliary members of Beauregard and Jefferson 
Davis parishes in Lake Charles. Mrs. S. M. 
Blackshear, state president, was the guest of honor 
at the delightful luncheon which preceded the 
meeting. 

During the month of March, the Auxiliary fol- 
lowed the example of other auxiliaries throughout 
the state, by holding an open meeting at which the 
problems of state medicine were discussed. 

ORLEANS PARISH 

The monthly meeting and reception of the 
Woman’s Auxiliary to the Orleans Parish Medical 
Society was held on March 13, at the Orleans Club, 
in New Orleans. Mrs. J. W. Warren, general 
chairman of the forthcoming State Medical Meet- 
ing to be held in New Orleans, April 22-24, out- 
lined a program for the entertainment of the ladies 
which should prove to be most interesting and 
enjoyable. The meeting was followed by music, 
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and a reading of Robert Nathan’s “Portrait of 
Jennie,” by Mrs. Alexander Donovan. Tea and 
coffee were served. 

Mrs. Donovan C. Browne, 

Press and Publicity Chairman. 


ST. TAMMANY PARISI 
The St. Tammany Parish Auxiliary, of which 
Mrs. Walter D. Simmons is president, will enter- 
tain the members of Washington and Tangipahoa 
parishes in Covington on March 27. The meeting 
and reception will be at the home of Mrs. Roy 
Carl Young, president-elect of the State Auxiliary. 


TERREBONNE PARISH 

The Terrebonne Parish Auxiliary, which holds 
its meetings in Houma, entertained in March with 
a luncheon at the home of Mrs. Thaddeus St. 
Martin. Mrs. S. M. Blackshear, state president, 
attended the meeting. 

The Auxiliary has done a fine piece of philan- 
thropic work this year by providing eye-glasses 
for needy school children. 

Mrs. S. F. Landry, president, reports that the 
doctors of the local medical society will be enter- 
tained at a supper party on Doctors’ Day. 

SECOND DISTRICT 

A meeting and election of officers for the Second 
District Auxiliary was held in March at the home 
of Mrs. J. Earl Clayton, Norco, La. 

On Doctors’ Day, March 30, the Auxiliary will 
remember all doctors in the district with greeting 
cards; they will also entertain the doctors at a 
buffet supper. Among the out of town guests at- 
tending this meeting were Mrs. S. M. Blackshear, 
state president, and Mrs. W. R. Buffington, both 
of New Orleans. 

The following officers were elected for the com- 
ing year: president, Mrs. J. Earl Clayton, Norco; 
vice-president, Mrs. W. F. Guillotte, LaPlace; 
secretary, Mrs. J. J. Massony, Westwego; treas- 
urer, Mrs. P. P. LaBruyére, Marrero. 


NEW AUXILIARIES 

Mrs. Erwin L. Gill, Organization Chairman for 
the State Auxiliary, after her recent tour of the 
state, announces the organization of two new 
auxiliaries: Beauregard Parish, with Mrs. J. D. 
Frazar, of DeRidder, as president; and LaFourche 
Parish, with Mrs. Leo Kerne, of Thibodaux, as 
president. The State Auxiliary gladly welcomes 
these new members. 

Mrs. A. L. Levin, State Chairman of the Com- 
mittee on Research and Romance of the Woman’s 
Auxiliary to the S.M.A., asks your cooperation by 
sending to her any papers or copies of historic 
value. These papers on medical history will be 
used for future program material. Address: Mrs. 
A. L. Levin, 3725 Napoleon Ave., New Orleans. 
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A. M. A. CONVENTION 


It won’t be long now before the Woman’s Auxili- 
ary to the American Medical Association will be 
convening at the Hotel Pennsylvania, New York 
City, for their Eighteenth Annual Convention to 
be held June 10-14, 1940. Is your reservation in? 
We are sure you will want to stay at the head- 


ra’ 
Vv 


quarters Hotel Pennsylvania. In order to get a 
reservation, mail your request today to Dr. Peter 
Irving, Housing Bureau, Room 1036, 233 Broad- 
way, New York City. 


Respectfully submitted, 
Mrs. Edgar Burns, 
Press and Publicity Chairman. 
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Manual for Diabetic Patients: By W. D. Sansum, 
M. D., Alfred E. Koehler, M. D., Ph. D., and 
Ruth Bowden, B. S. New York, The MacMillan 
Co., 1939. Pp. 227. Price $3.25. 

This manual, emanating from the Santa Bar- 
bara Cottage Hospital, has been prepared by a 
group who are eminently fitted to present to the 
diabetic patient, and to the doctor, the important 
facts concerning diabetes. While the book is in- 
tended primarily for the patient, it contains a 
wealth of material which would be of the utmost 
value to any physician. As a matter of fact some 
of the material seems to be available only to the 
medical man because it would require on the part 
of a reading member of the laity a rather broad 
knowledge of the physiology and chemistry of the 
body to understand certain parts of the text. 


The manual first presents the history and na- 
ture of diabetes and then in succeeding chapters 


discusses the diagnosis, purposes and aims of 
treatment, acidosis, insulin reactions, complications 
of the disease, and laboratory tests for the patient. 
The second portion of the book is devoted entirely 
to the preparation of the diet with pertinent in- 
formation concerning caloric value of foods, how 
to prepare a diet, and recipes. The appendix con- 
tains food and weight tables, list of supplies and 
an excellent glossary. No criticism can be made 
of the book or its contents. There are some who 
have been interested in the specialty of diabetes 
who have criticized the chief author because he 
gives a high carbohydrate diet to his diabetic pa- 
tients. He refutes this statement by saying what 
he gives is merely an adequate carbohydrate diet. 
Furthermore, he gives a general well balanced diet 
so that people receive an ample vitamin ration, 
together with a proper mineral intake. 

Despite the criticism that was made in the past 
to Sansum’s diets, the fact remains that more 
and more the tendency is to put the patient on a 
normal diet and control the diabetes with insulin. 
Furthermore, the tendency nowadays is to disre- 
gard a small amount of urinary sugar so that the 
exact and detailed measurement of the diet can be 
done away with. It is a question if a book is 
necessary to instruct the new diabetic patient or 
if it is advisable to give him such explicit direc- 
tions that the food must be weighed to the last 


gram or that if a substitute is used its exact car- 
bohydrate value must be known. With the use of 
the new insulin this tendency to reduce to a mini- 
mum the minutiae of treatment is being carried 
out still further. One or two daily injections of 
protamine zinc insulin, with the patient eating a 
normal amount of food, that is, enough to maintain 
body weight and good health, are the order of the 
day. Acidosis arises only under unusual circum- 
stances and the life of a patient is made simple 
and easier. He does just as well on this regimen as 
does the patient whose last crumb is estimated 
in his intake of food. 
J. H. Musser, M. D. 


Lectures on the Epidemiology and Control of 
Syphilis, Tuberculosis and Whooping Cough, and 
Other Aspects of Infectious Disease: By Thor- 
vald Madsen, M. D. Baltimore, Williams & 
Wilkins Co., 1937. Pp. 216. Price $3.00. 

This book comprises a series of five lectures 
which were given in the Abraham Flexner Lecture- 
ship at Vanderbilt University in 1937. The author, 
Dr. Thorvald Madsen, of Copenhagen, has been 
for many years an authority in the field of epi- 
demiology and immunology. Three of these lec- 
tures have to do with the preventive and public 
health aspects of syphilis, tuberculosis, and whoop- 
ing cough. Of particular interest is the chapter 
on venereal disease, in which Dr. Madsen unfolds 
step by step the various underlying factors which 
have been instrumental in so remarkably decreas- 
ing the frequency of venereal disease, especially 
syphilis, observed in Denmark in the past few 
decades. 


A fourth chapter is a discussion of the ways 
by which pathogenic microbes enter and invade the 
organism. The final chapter comprehends a sub- 
ject of age-old interest, which has received a new 
impetus in the past decade: the influence of sea- 
sons on infection. 

The material in each of these lectures is based 
chiefly on the experiences of the State Serum In- 
stitute of Denmark (Dr. Madsen has long been 
Director), and of the medical profession of Den- 
mark, but the epidemiologic and public health 
significance is world-wide. 

ROBERT MUNGER, M. D. 
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Cardiovascular Diseases, Their Diagnosis and 
Treatment: By David Scherf, M. D., and Linn 
J. Boyd, M. D., F.A.C.P. St. Louis, The C. V. 
Mosby Co., 1939. Pp. 458. Price $6.25. 

This book has four hundred and thirty-one pages 
and is divided into twenty-seven chapters. Some 
of the chapters are very short but as a rule the 
subject is covered sufficiently for a book of this 
size. 

The authors state that they make no claim to 
completeness and that the book is intended to sup- 
ply considerable practical information. In this 
they have succeeded. The reader will find many 
useful points in the discussion of physical findings 
in heart disease. There is an almost complete 
absence of discussion of electrocardiography. The 
book is written mostly for those who must rely 
unaided upon their senses. 

The senior author published a book in German 
that is said to have been very popular. This book 
is supposed to be similar, with rearrangements of 
various sections and a number of additions. One 
gets a slightly different point of view from the 
American literature on cardiovascular disease and 
there are a few statements in the book that may 
not meet with the approval of all. As a whole, 
the book is a valuable contribution to our literature 
on diseases of the heart. 

The reviewer has no hesitation in recommending 
this book to those interested in this subject. 

J. M. BAMBER, M. D. 


Medicine for Nurses: By C. Bruce Perry, M. D., 
F. R. C. P. Baltimore, William Wood and Com- 
pany, 1938. Pp. 210. Price $2.00. 


The author’s prefacing statement that “the book 
is primarily intended for nurses studying for the 
final examination for the Certificate of General 
Nursing of the General Nursing Council’ quite 
clearly epitomizes this attempt to give British 
nurses some knowledge of medical diseases. Rea- 
sonably complete and accurate despite its brevity, 
it makes an excellent addition to the library of 
any American nurse. Educators of nurses will 
find it useful as a basic text. 

SYDNEY Jacoss, M. D. 


Fractures: By Paul B. Magnuson, M. D., F. A. C. 
S. Philadelphia, J. B. Lippincott Co., 1939. Pp. 


511; illus. Price $5.00. 

In the third edition of the concise fracture text, 
Dr. Magnuson has adhered to his original princi- 
ple as expressed in his “Preface,” to present the 
subject of fractures in a manner that would call 
attention to fundamental principles, not to lay too 
much stress on any one method but to give, if pos- 
sible, a broad view of fractures as a whole, corre- 
lating the study of anatomy and physiology to 
the principles of the treatment of individual frac- 
tured bones. 

The author’s writings reflect the attitude of the 
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constructive surgical groups interested in the 
problems of the care of fractures, i.e., The Frac- 
ture Committee of the American College of Sur- 
geons; American Academy of Orthopedic Surgery; 
and of the American Medical Association, and the 
section on pathology of the fracture lesion has 
been revised in accordance with the views of these 
groups. 

The section on treatment of impacted fracture 
of surgical neck of humerus, fracture-dislocation 
of the head of the humerus, fractures of both 
bones of fore-arm, have been revised and elaborat- 
ed. 

The chapter on fractures of the neck of the 
femur has been completely rewritten, and newly 
illustrated; and revisions made in the chapter on 
physical therapy. 

The extensive bibliography has been brought up 
to date and the important recent fracture articles 
listed. 

Dr. Magnuson has persisted in his efforts to 
present a book to meet the needs of the man who 
first sees the fracture; extensive operative proce- 
dures have been purposely omitted, and the 
methods described have been thoroughly tried out 
and have “worked” in actual practice. 

On the whole, the book fulfills admirably the 
purpose for which it is intended, and can be recom- 
mended to any surgeon interested in improving 
fracture treatment. 

H. D. Morris, M. D. 


Office Gynecology: By J. P. Greenhill, B. S., M. 
D., F. A. C. S. Chicago, The Year Book Pub. 
Co., 1939. Pp. 406. Price $3.00. 

This book is a welcome addition to the “work- 
ing’ library of the general practitioner, and to 
a lesser extent to that of the gynecologist. In a 
clear, concise and easily readable manner, all the 
procedures, diagnostic and therapeutic, in current 
use in “office” gynecology are presented. The 
addition of well selected illustrations increases the 
value of the book. 

B. B. WEINSTEIN, M. D. 


Nutrition and Diet in Health and Disease: By 
James S. McLester, M. D. Philadelphia, W. B. 
Saunders Co., 1939. Pp. 838. Price $8.00. 


The third edition of this excellent work on 
nutrition is almost entirely a new book. As a mat- 
ter of fact it has been entirely rewritten. This 
step was deemed advisable by the author because 
of a remarkable increase in the knowledge of nutri- 
tional diseases that has been made in the last few 
years. The form and the format of the book are 
much the same as the previous editions. The sec- 
tional divisions likewise adhere pretty closely to 
the same arrangement as was used before. 

Starting off with Part I, McLester describes the 
physiology of digestion and metabolism. To meta- 
bolism is devoted some 25 pages. The next im- 
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portant division has to do with the vitamins. The 
thorough revision of this particular section is 
timely and appropriate because of the confusion 
that has arisen as result of so many publications, 
of so much experimental and clinical work on the 
vitamins. It might have been of some help to 
the general practitioner if vitamin therapy had 
been considered more in detail, by that I mean to 
imply that specific directions be given for the ad- 
ministration of vitamins and that the various 
Council recognized vitamin preparations now on 
the market be presented and discussed. There then 
follows a chapter on certain food elements, the 
minerals, which are often neglected in considering 
the diet. The next large section has to do with 
food products. Here is a very complete exposition 
on all of the important foods; to milk alone, for 
example, is devoted some 16 pages. Section C 
discusses the diet in health. Chapter 13 of this 
section would be particularly important to the 
obstetrician. It has to do with fertility, pregnancy, 
lactation and so on. 

In Part II there are presented various diseases 
for which special types of food are indicated. 
Naturally the first and longest chapter is on the 
deficiency diseases and their syndromes. The next 
chapter deals with diabetes mellitus and so on down 
the list; allergy, the kidney, disorders of the diges- 


tive system, the heart, the blood, and other por- 
tions of the anatomy are dealt with in detail. 


The third part of the book, the appendix, gives 


pertinent information concerning such practical 
points as methods of feeding, including by 
enema; methods of cooking, and how to cook dif- 
ferent articles of food, weight tables and then many 
pages on the composition of foods. 

The book is extremely complete. Consulting the 
index, reading over the various sections, it is im- 
possible to find an omission relating to nutrition 
and diet. The advice given is sensible and sane, 
it is practical and most informative. 

It should be added that the chapter on the feed- 
ing of infants was written by Dr. P. C. Jeans, 
Professor of Pediatrics at the State University of 
Iowa, and that on the feeding of surgical patients 
by Dr. Dean Lewis, Professor of Surgery at Johns 
Hopkins University. 

J. H. Musser, M. D. 
Medicolegal Phases of Occupational Diseases: By 

C. O. Sappington, A. B., M. D., Dr. P. H. Chi- 

cago, Industrial Health Book Co., 1939. Pp. 405. 

Price $3.00. 

This excellent and comprehensive volume is of 
interest not only to the medical profession, but to 
the legal profession and to employers in various 
industries. 

Part one covers industrial diseases; part two, 
insurance problems; part three, medical aspects 
and part four, legal phases. This is followed 
by an appendix and list of tables giving dust ex- 
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posure standards, allowable concentration, fre- 
quency of dermatitis and causative agents, finally 
ending with Higher Court Decisions brought up 
to 1937. 

Although only twenty-one states have compen- 
sation laws which especially cover occupational 
diseases, it is likely that such legislation will 
spread throughout the entire U. S. It is of in- 
terest, therefore, to all men who are engaged in 
industrial medicine or industrial surgery to be- 
come conversant with the facts contained in this 
volume. The arrangement of the matter is ex 
cellent, the treatment of each subject is concise 
and complete. 

The reviewer 
highly. 


cannot recommend this book too 
E. A. FICKLEN, M. D. 
Shock; Blood Studies as a Guide to Therapy: By 

John Scudder, M. D., Med. Se. D., F. A. C. S. 

Philadelphia, J. B. Lippincott Co., 1940. Pp. 315. 

Price $5.50. 

This book presents a review and critique of the 
blood studies which are so important in the modern 
management of shock associated with burns, auto- 
mobile and industrial accidents, operative 
cedures, and dehydration states. 

The author first reviews the history of the con- 
dition known as shock, and gives a resumé of the 
important experimental work and _ observations 
upon which the present treatment is _ based. 
Theories which attribute the occurrence of shock to 
toxemia, loss of circulatory fluid, neurogenic in- 
fluences, and adrenal exhaustion, are discussed and 
analyzed. Ionic changes, as well as the altera- 
tions in non-protein nitrogen, sugar, fat and 
cholesterol, which occur in the blood in states of 
shock, are considered. The changes in blood and 
tissue-fluid potassium levels are related to the de- 
velopment and maintenance of shock. 

In discussing the transfusion of blood in the 
treatment of shock, the problems involved in the 
preservation of blood, and the methods of mini- 
mizing the undesirable results following the ad- 
ministration of preserved blood, are presented. The 
administration of oxygen to combat anoxemia, 
the control of pain, and the prevention of ab- 
scrption from traumatic foci are discussed. 

The demonstration of hemoconcentration or in- 
spissation of the blood by means of specific gravity 
determinations, red blood cell counts, and cell voi- 
ume calculations is shown to be important in the 
study of the patient in shock. Four tests for de- 
hydration, i. e., cell volume, specific gravity of the 
whole blood, specific gravity of the plasma, and 
plasma protein level, all of which can be done in 
fifteen minutes’ time, furnish accurate informa- 
tion which enables the direction of adequate therapy 
in surgical emergencies. The ability of these 
physical measures to reveal the incipient stages of 
shock, before irreversible changes have occurred, 


pro- 
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and before significant lowering of blood pressure 
has occurred, is repeatedly emphasized. Further- 
more, the value of plasma proteins and plasma 
potassium determinations in revealing osmotic 
pressure within the capillaries, the ingress of cell 
water, or the failure of the kidneys to excrete 
potassium, is indicated. 


The treatment employed in the management of 
shock is considered in relationship to various cir- 
cumstances under which it occurs, i. e., postopera- 
tive shock, shock due to trauma alone, shock due 
to trauma complicated with hemorrhage, shock due 
to hemorrhage, shock due to burns, shock due to 
perforated duodenal ulcer, and primary shock. 

The author, in presenting the results in twenty- 
seven cases of shock in which cortical extract, salt, 
and transfusions were employed, draws attention 
to the association of adrenal cortical damage or 
insufficiency with the shock syndrome. The action 
of cortical extract in restoring blood volume and 
relieving hemoconcentration as well as its effect in 
raising blood pressure, are among the important 
desirable actions of this substance. Salt solution 
administration is advocated because of its influence 
in combating the inspissated condition of the blood; 
increasing the velocity of the circulation; decreas- 
ing the generalized vasoconstriction; and lowering 
undesirable hyperpotassemia. The dangers of giv- 
ing large amounts of hypertonic saline solutions in 
anhydremia are advanced, and the author 
especially deprecates the use of hypertonic acacia 
solutions. 

In a separate section of this monograph there is 
given the historical development and bibliography 
pertaining to shock and its treatment from 1492 
through 1938. 

An appended laboratory manual describes in de- 
tail the apparatus, equipment and _ procedures 
necessary for the performance of the tests which 
are advocated in the text. 

It is unfortunate that the wealth of material in 
this book is not in some parts arranged in a better 
coordinated fashion. This deficiency is, however, 
in large measure compensated by a more than 
adequate index, which renders the contents readily 
available for reference purposes. 

AMBROSE STORCK, M. D. 


Accepted Foods, and Their Nutritional Signifi- 
cance: A publication of the Council on Foods 
of the American Medical Association. Chicago, 
American Medical Association, 1939. Pp. 512. 
Price $2.00. 

“Accepted Foods and Their Nutritional Signifi- 
cance”’ contains descriptions and detailed informa- 
tion regarding the chemical composition of more 
than 3,800 accepted products, together with a dis- 
cussion of the nutritional significance of each class 
of foods. The book provides also the Council’s 
opinion on many topics in nutrition, dietetics and 
the proper advertising of foods. 
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This book will be a welcome reference book for 
all persons interested in securing authoritative in- 
formation about foods, especially the processed and 
fabricated foods which are widely advertised. The 
accepted products are classified in various cate- 
gories: fats and oils; fruit juices including to- 
mato juice; canned and dried fruit products; grain 
products; preparations used in the feeding of in- 
fants; meats, fish and sea foods; milk and milk 
products other than butter; foods for special 
dietetic purposes; sugars and syrups; vegetables 
and mushrooms; and unclassified and miscellane- 
ous foods, including gelatin, iodized salt, coffee, 
tea, chocolate, cccoa, chocolate flavored beverage 
bases, flavoring extracts, dessert products, baking 
powder, cream of tartar, baking soda, cottonseed 
flour. There is a suitable subject index as well as 
an index of all the manufacturers and distributors 
of food products that stand accepted by the Coun- 
cil on Foods. 

“Accepted Foods” is indispensable for the 
library of every physician concerned with foods 
and nutrition. 

COUNCIL ON Foops, A. M. A. 
The Vitamins: A Symposium Arranged under 
the Auspices of the Council on Pharmacy and 

Chemistry and the Council on Foods of the 

American Medical Association. Chicago, Ameri- 

can Medical Association, 1939. Pp. 637. Price 

$1.50. 

So much information has become available about 
the vitamins, that it is difficult even for experts 
to keep up with the literature. The present vol- 
ume is a welcome compendium of authoritative 
information about these accessory food factors. 
There are discussions of the chemistry, physiology, 
pathology, pharmacology and therapeutics, methods 
of assay, food sources and human requirements of 
each of the important vitamins. The volume is 
composed of thirty-one chapters written by experts, 
and is published under the auspices of the Coun- 
cil on Pharmacy and Chemistry and the Council 
on Foods of the American Medical Association. 

This book should prove to be an indispensable 
volume for the library of every physician. 

COUNCIL ON Foops, A. M. A. 
The Harvey Lectures 1938-39: By The Harvey 

Society of New York. Baltimore, The Williams 

& Wilkins Company, 1939. Pp. 279. Price $4.00. 

This little book contains the lectures delivered by 
eight distinguished scientists before the Harvey 
Society of New York in 1938 and 1939. The 
Society’s interests as indicated by the constitu- 
tion in the beginning of the volume are mainly 
medical and biological sciences. The lectures con- 
cern basic sciences and the marginal advances of 
the subjects with which they deal. Some of the 
titles are: Intermediary Metabolism of Steroid 
Hormones; The Significance of the Albumen Frac- 
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tion of the Serum; Proteins as Chemical Sub- 
stances and as Biological Components; Biological 
Oxidation and Vitamins. 

Even though highly scientific, the discussions 
are simplified enough to be readily understandable 
by those of us whose interests are more towards 
the clinical side of medicine. The book will have 
its chief appeal to workers in the basic sciences. 

Howarp MAHORNER, M. D. 


The Anatomy of the Nervous System: By S. W. 
Ranson, M. D., Ph. D. Philadelphia, W. B. Saun- 
ders Company, 1939. Pp. 507; figs. 382. Price 
$6.50. 

In this sixth edition of Ranson’s “The Anatomy 
of the Nervous System,” the subject has been 
brought to date in so far as concerns particulars 
which claim a place in a text, and revisions have 
been made toward other improvements of text mat- 
ter and illustrations. Favorably received since its 
first publication in 1920, the book is too well known 
to require detailed comment. It need only be 
said that all the merits of preceding editions are 
retained, notably close correlation of anatomy and 
function, lucid style and abundance of excellent 
illustrations. At the same time a fault has been 
carried from edition to edition, marring a book 


which is otherwise an exceptionally fine work of 


its kind. The fault arises from the author’s at- 
tempt to adapt the book to unlike modes of teach- 
ing neuro-anatomy. He states in the preface: 
“In many laboratories the head of the shark 
and the brain of the sheep have been used to 
supplement human material. The book has been 
so arranged as to facilitate such comparative 
studies without making it any the less well 
adapted to courses where only human material is 
used.” The actual experience is that the introduc- 
tion of material on the sheep brain is a source of 
confusion in a course which is devoted to the 
human nervous system. The medical student gains 
his acquaintance with neuro-anatomy under the 
handicap of limited time and he finds that the 
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complexities of the subject are at best difficult 
enough to master. He should not be compelled to 
waste time and energy in disentangling sheep brain 
and human brain in descriptions and illustrations. 
HAROLD CUMMINS, PH. D. 


PUBLICATIONS RECEIVED 

The Blakiston Company, Philadelphia: Manual 
of Dermatology by Carroll S. Wright, B. S., M. D. 

Charlotte Medical Press, Charlotte, N. C.: The 
Essentials of Applied Medical Laboratory Technic 
by J. M. Feder, M. D. 

Harvard University Press, Cambridge, Mass.; 
The Electrocardiogram in Congenital Cardiac 
Disease by Maurice A. Schnitker, B. Sc., M. D. 

Lea & Febiger, Philadelphia: Obstetrics and 
Gynecology (2 v.) edited by Fred L. Adair, M. A., 
N. D., ¥. A. C. &. 

J. B. Lippincott Company, Philadelphia: The 
New International Clinics, Vol. I, New Series 
Three, 1940, edited by George M. Piersol, M. D. 
The Newer Nutrition in Pediatric Practice by I. 
Newton Kugelmass, B. S., M. A., M. D., Ph.D., 
Se. D. 

The Macmillan Company, New York City: As 
the Twig Is Bent by Leslie B. Hohman, M. D. 

The C. V. Mosby Company, St. Louis: The 
Management of Obstetric Difficulties by Paul 
Titus, M. D. 

Reynal & Hitchcock, Inc., New York City: Ten 
Years in the Congo by W. E. Davis. 

W. B. Saunders Company, Philadelphia: Clinical 
Roentgenology of the Alimentary Tract by Jacob 
Buckstein, M. D. 

Williams & Wilkins Company, Baltimore: Illus- 
trations of Surgical Treatment by Eric L. Far- 
quharson, M. D., F. R. C. S. E. Injuries of the 
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